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patient is in 


acute distress 


from 


waterlogging... 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 


orthopnea and cardiac asthma. 
Ampuls of 1 cc., 2 cc., and 10 cc. vials. 


*Stead, E. A., Jr., in Cecil, R. L., and 
Loeb, R. F: Textbook of Medicine, ed. 8, 
Philadelphia, W. B. Saunders Co., 


! 
I 1951, p. 1065. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

oo facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


BURDICK 


D-54 
PORTABLE DIATHERMY 


A QUALITY PRODUCT 


The D-54 is a portable diathermy of quality 

construction, While moderately priced, only 

high grade materials and parts are used 
in its manufacture. It is designed for— 

1. The doctor who does not do sufficient 
diathermy work to warrant investment 
in a larger model. 

2. The physical therapist who needs a 
portable unit. 


NOTE THESE FEATURES— 
@ SINGLE DIAL CONTROL @ OUTPUT METER 
@ DURABILITY and STABILITY @ CONVENIENCE and SAFETY 


D-54 WITH FLEXIBLE INDUCTANCE APPLICATOR $439.50 — less mobile stand 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 
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ADVERTISEMENTS 


THE GUIDING PRINCIPLE OF 
THE BLUE SHIELD. PLAN OF 
HOSPITAL SAVING ASSOCIATION 

IS A SORT OF MONETARY OATH 


OF HIPPOCRATES. IT IS AN HONEST 
STANDARD OF OPERATION WHOSE 
ONLY GOAL IS THE WELL-BEING 
OF THE MEMBER-PATIENT. 
PERHAPS THAT IS WHY HOSPITAL 
SAVING CONTINUES TO MAIN- 
TAIN ITS POSITION OF LEADER- 
SHIP IN NORTH CAROLINA. 
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A nucleus of modern 
broad-spectrum activity 


Wide antimicrobial range 
Prompt response 
Unexcelled tolerance 
High blood levels 
Outstanding stability 
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686 Lake Shore Drive, 


~» you take a temperature 


‘*,..in patients with pneumococcal pneumonia, 
a. surgical infections, or urinary tract 

4 infections. . . oral administration ...is followed 


by rapid clinical response. Symptoms, 


including fever, largely cleared up within 
24 to 48 hours.”* 


HYDROCHLORIDE 


brand of tetracycline hydrochloride 


*English, A. R., et al.: Antébiotics Annual (1953-1954), 
| 4 New York, Medical Encyclopedia, Inc., 1953, p. 70. 


Tetracyn Tablets (sugar coated) 
250 mg., 100 mg., 50 mg. 


Chicago 11, Illinois 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


April, 1954 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


ie The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 
desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia Phone Salem 4761 


is the exclusive trade mark of the White Cross Hermones-Vitamin Treatment Copyright 1952, H. N. Alford, Atlanta, 
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SHARP 
DOHM 


DIVISION OF MERCK & CO,, Ine. 
Philedelphia |, Pennsylvania 


Impressive response in acute rheumatic fever 


(HYDROCORTISONE, MERCK) 


BENEFITS: HypRocorTone, like cortisone, readily 
overcomes the acute toxic manifestations of rheu- 
matic fever. Clinical improvement is usually ap- 
parent within twenty-four hours and the tempera- 
ture generally is reduced to normal limits within 
several days. Favorable effect on acute carditis 


accompanied by congestive failure may be life- 
saving. Cost of therapy is now comparable to 


that of cortisone. 


SUPPLIED: ORAL—Hyprocortone Tablets: 20 
mg., bottles of 25 tablets; 10 mg., bottles of 50 
and 100 tablets; 5 mg., bottles of 50 tablets. 


All HYDROCORTONE Tablets are oval-shaped and carry this trade-mark: 
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Speaializing in‘the Treatment of Aleoholism 
THE KEELEY INSTITUTE 
447 W. WASHINGTON S&T PHONE 22-4419 
GREENSBORO, 


’ REGISTERED WITH THE COUNCIL ON EDUCATION AND HOSPITALS OF AMERICAN MEDICAL ASSOCIATION, 
MEMBER AMERICAN HOSPITAL ASBOCIATION. MEMBER NORTH CAROLINA HOSPITAL ASSOCIATION. 
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a new, superior, broad-spectrum antibiotic 


with fewer side effects, wide antimicrobial range, 


increased tissue diffusion 
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Developed by Lederle research, ACHROMYCIN 
is a new broad-spectrum antibiotic which has 
already demonstrated notable effectiveness in 
clinical trials. 

Several investigators have reported defi- 
nitely fewer side reactions with ACHROMYCIN 
than those experienced with certain other 
broad-spectrum antibiotics. 

In addition, ACHROMYCIN has shown quicker 
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CLINICAL INDICATIONS 

ACHROMYCIN exhibits a broad range of activity against beta 
hemolytic streptococcic infections, E. col: infections (including 
urinary tract infections, peritonitis, abscesses), meningococcic, 
staphylococcic, pneumococcic and gonococcic infections, otitis 
media and mastoiditis, acute bronchitis and bronchiolitis, and 


certain mixed infections. 


DOSAGE FORMS 


CapsuL_es—250 mg., 100 mg., and INTRAVENOUS—500 mg., 250 mg., 


diffusion in tissues and body fluids. It also 50 mg. and 100 mg. 

has greater stability, which prolongs high Spersoips* Dispersible Powder Other dosage forms will soon be 

blood levels. 50 mg. per teaspoonful (3.0 Gm.) available *Reg. US. Pat. Off 
LEDERLE LABORATORIES DIVISION amertcan Cyanamid comeany PEARL RIVER, NEW YORK 
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SUSTAINED 

PENICILLIN 

LEVELS IN 
STREPTOCOCCAL 


INFECTIONS 
*. .. it has been shown that the treatment of 
Streptococcic infections by adequate amounts 


of penicillin will prevent rheumatic fever... 
On the basis of our experience, we feel that 
BICILLIN for injection more nearly supplies the 
need than any other product available at 
present.””! 


“Following the injection of 600,000 units of 
this drug in aqueous suspension, 100 per cent of 
ambulatory adult males show blood concentra- 
tions of 0.105 to approximately 0.03 unit per 
ml. for 10 days, and about 50 per cent of these . 
subjects maintain demonstrable concentrations } 
for 14 days... The development of BICILLIN 
is one of the important milestones in anti- 
biotic therapy.””? 


“The demonstration of detectable amounts 
of penicillin in the serum of most patients for 
four weeks following the administration of 
1,250,000 units of BICILLIN suggests the feasi- 
bility of maintaining continuous drug pro- 
phylaxis against recurrences [of rheumatic fever] 
by administration of single monthly intra- 
muscular injections.’’ 


BIcILLIN is available in oral suspension, tablet, 
and injectable forms 


1. Breese, B. B.: J.A.M.A. 152:10 (May 2) 1953 
2. Welch, H.: Antibiot. & Chemo. 3:347 (April) 1953 ‘ 
3. Stollermah,G.H.,and Rusoff,J.H.:J.A.M.A. 150:1571 (Dec. 20) 1952 


BICILLIN’ 


B: sazathine Penicillin G 
Dibenzylethylenediamine Dipenicillin G 


Streptococcus haemolyticus. 
Right: Electron micrograph 
(from Mudd, S.,and Lackman, 
D. B.: J. Bacteriol., Williams 
& Wilkins Co.). Above: 
Blood-agar plate, showing 


hemolysis. 
Wijeth > 
Philadelphic 2, Pa, 
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Film Sealed 


ERYTHROCIN Stearate 


(Erythromyctna stearate, Abb oe 


FASTER DRUG ABSORPTION 


New ERYTHROCIN Stearate tablets provide excellent drug protection 
from gastric secretions with the new Film Seal* marketed only by 
Abbott—plus a special buffer system. Result: Because the need for an 
enteric coating is eliminated, the drug is more rapidly absorbed. 


EARLIER BLOOD LEVELS 


Because of the swift absorption, high blood concentrations of 
ERYTHROCIN are reached within 2 hours. (Enteric-coated erythromycin 
affords little or no blood level at 2 hours.) Peak level is reached at 4 hours, 
with significant concentrations for 8 hours. 


LOW TOXICITY 


ERYTHROCIN is less likely to alter normal intestinal flora than most other 
widely-used antibiotics. Gastrointestinal disturbances are rare, with no 
serious side effects reported. 


EFFECTIVE AGAINST RESISTANT COCCI 


ERYTHROCIN Stearate is highly effective against coccal infections. 
Especially recommended when the infecting organism is staphylococcus— 
because of the high incidence of staphylococci resistant to penicillin and 
other antibiotics. Advantageous, too, when patients are allergically 
sensitive to other antibiotics. 

ERYTHROCIN Stearate (100 and 200 mg.) comes 
in bottles of 25 and 100 Film Sealed tablets. Obbott 


*patent applied for 


FOR CHILDREN: 


Pediatric ERYTHROCIN Stearate Oral Suspension. 
Tasty, stable, ready-mixed. 


. 
Fs: 
: 
' 


Which filter-tip 


IN continuing and repeated impartial 
scientific tests, smoke from the new 
KENT consistently proves tohave much 
less nicotine and tar than smoke from 
any other filter cigarette—old or new. 

The reason is KENT’s exclusive Mi- 
cronite Filter. 

This new filter is made of a filtering 
material so efficient it has been used to 
purify the air in atomic energy plants 
of microscopic impurities. 


Adapted for use as a cigarette filter, 


it removes nicotine and tar particles as 
small as 2/10 of a micron. 


And yet KENT’s Micronite Filter, 
which removes a greater percentage of 
nicotine and tar than any other filter 
cigarette, lets through the full flavor of 
KENT’s fine tobaccos. 


Because so much evidence indicates 
KENT is the most effective filter-tip 
cigarette, shouldn't it be the choice of 
those who want the minimum of nico- 
tine and tar in their cigarette smoke? 


Ke ni with the exclusive Micronite Filter 


“KENT” AND ““MICRONITE’ ARE REGISTERED TRADEMARKS OF P, LORILLARD COMPANY 


KENT 


cicanerres 
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long-actin 
androgen : 


CYCLOPENTYLPROPIONATE 


Trademark U.S. Pat. Off. 


Each cc. contains: 


Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 


Chlorobutanol 5 mg. 
Cottonseed Oil qs. 


50 mg. per ce. available in 10 ce. vials 


100 mg. per cc. available in 1 cc. and 
10 ce. vials 


The Upjohn Comp » Michigan 
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Breon men call 


every 6 weeks, eight 

times a year. You 
circle the date, fill 
in the time, and 


LODMAWT 
plan for regular visits. 


(Lot Of Detail Men At the Wrong Time) 
No upset schedules. 


NEATRT No office snarl-ups. 


(Not Enough At The Right Time) Planned, "looked 
for" calls help you 

a avoid buying "too 

much" of this and "not 

recurring office maladies enough" of that. 


You space your buying 
to meet the minimum 


Suggested Remedy: 


requirements for your 
"Calls By Appointment"-Breon individual needs 

without overstocking in 
The Breon 


one line. 


man in your neighborhood 
will be glad to tell 

you about "Calls By Ap- 
pointment." Just write 
to: George A. Breon & 
Co., 1450 Broadway, 

New York 18, N. Y. 
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MEBARAL 


BRAND OF MEPHOBARBITAL | 

“ 
~ 


WINTHROP 


hypertension 


for the hyperexcitability hyperthyroidism 
so often found in convulsive disorders 
difficult menopause 
psychoneuwrosis 
hyperhidrosis 


Mebaral’s soothing sedative effect is obtained without significantly 
clouding the patient’s mental faculties. 


Average Dose: 
Adults — 32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 


Children — 16 to 32 mg., 3 or 4 times daily. 


Tasteless tablets of 32 mg. (2 grain) 
50 mg. (% grain) 
0.1 Gm. (1% grains) 

Sire . (3 grains) scored. 


COUNCIL OW 
PHARMACY 


_. WINTHROP-STEARNS INC. New York 18. N.¥.. 


Mebaral, trademark reg. U.S. Pat. Off. 
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better control for the majority of diabetics... 


NPH INSULIN 


(Insulin, Lilly) 


a moderately long-acting Insulin, 
is a carefully standardized 
preparation of this type 


FOR INTERMEDIATE EFFECT: (affords best control for most patients) 
NPH lletin (Insulin, Lilly), U-40 and U-80 


FOR RAPID EFFECT: Iletin (Insulin, Lilly), U-40, U-80, and U-100 
lletin (Insulin, Lilly) made from Zinc-Insulin Crystals, U-40 and U-80 


FOR PROLONGED EFFECT: Protamine, Zinc & lletin (Insulin, Lilly)— 
Protamine Zinc Insulin—U-40 and U-80 


IN 10-CC, VIALS 
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CHRONIC THYROIDITIS 


NUMBER 4 


An Analysis of Thirty Cases With 
Suggestions for Diagnosis 
and Management 


PHYLLIS R. INGRAM, M.D. 
and 
J. U. GUNTER, M.D. 


In reviewing the literature pertaining to 
Hashimoto’s disease and Riedel’s struma, we 
find that the main concern has been with 
the distinction between these entities, and 
with their relationship to an inflammatory 
or a degenerative process. It is the purpose 
of this paper to bring to the attention of the 
practicing surgeon the fact that, by giving 
careful attention to the presenting symptoms 
and appearance of the gland at operation and 
by using the frozen section more routinely 
when chronic thyroiditis is suspected, a more 
conservative type of therapy can be insti- 
tuted. Conservative surgical management 
should lessen the unfortunate sequel of 
marked hypothyroidism, which is at best 
treated by substitution thyroid therapy. To 
minimize the unfortunate results of remov- 
ing a gland which is already in a hypofunc- 
tional state, it would seem advisable to use as 
conservative an approach as possible, After 
reviewing the literature and analyzing 21 
cases of Hashimoto's disease and 9 cases of 
Riedel’s struma, occurring from 1941 to 1951 
at Watts Hospital, we have concluded that 
it is best to treat these conditions as sepa- 
rate entities requiring different therapy and 
management. 

Riedel’? in 1896 described a disease of 
the thyroid gland characterized by replace- 
ment of the parenchyma by dense sclerotic 
scar tissue. In 1912 Hashimoto‘! described 
a diffuse enlargement of the thyroid gland 


From the Department of Pathology, Watts Hospital, Durham. 


DURHAM 


in which the gland was infiltrated with 
lymphoid tissue containing germinal folli- 
cles. He considered this to be a distinct en- 
tity and not related to the disease described 
by Riedel. In 1922 Ewing‘) stated his be- 
lief that lymphoid infiltration and hyper- 
plasia represented the early phase of a pro- 
cess which resulted in scarring and fibrosis 
at a later date. 

In subsequent articles some authors main- 
tained that the conditions described by Rie- 
del and Hashimoto were different manifes- 
tations of essentially the same process, while 
others held that they were separate and dis- 
tinct entities. The general conclusion has 
usually been that the two conditions are 
separate entities (Graham), Hashimoto‘, 
Joll), McClintock and Wright'*’, MeSwain 
and Moore’), The etiology of neither entity 
is known. Evidence suggests that Hashimo- 
to’s disease is a metabolic, constitutional, or 
retrogressive change rather than a true in- 
flammatory process; while Riedel’s struma 
is a true inflammatory process with scar- 
ring'*’. Riedel’s struma is frequently related 
to an infectious process elsewhere, usually 
in the upper respiratory tract. Some authors, 
including Graham'*’, point out the similar- 
ities of Hashimoto’s disease to a “burned- 
out” thyroid and suggest that all cases may 
have been toxic originally; but no convine- 
ing evidence can be found to support this 
view in the cases summarized below or in 
the cases reported in the literature. 

When Hashimoto’s disease is treated by 
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subtotal thyroidectomy, it is usually fol- 
lowed by a hypothyroid state. Clute, Ecker- 
son, and Warren” in 1935 noted that myxe- 
dema developed in all of their surgically 
treated cases of Hashimoto’s disease, except 
when the isthmus alone was removed. Gil- 
christ”) in 1935 suggested removing only 
a thin wedge-shaped portion of each lobe and 
freeing the isthmus. Clute and Lahey‘!?’, in 
1932, stressed leaving as much tissue as pos- 
sible. Joll’ in 1939 described 51 cases per- 
sonally handled by operative methods and 
noted that marked myxedema developed in 
64.8 per cent at some time following opera- 
tion. In spite of the conclusions reached in 
these articles, as recently as 1949 subtotal 
thyroidectomy was advocated as the treat- 
ment of choice in Hashimoto’s disease'!”), 


Summary of Cases 


The following paragraphs summarize the 
clinical and pathologic data in a series of 30 
patients with chronic thyroiditis operated on 
in Watts Hospital between 1941 and 1951. 
Hashimoto's disease (21 Cases) 

Age: The youngest patient was 15 years 
old and the oldest 63, with the greatest num- 
ber of cases occurring in the fifth and sixth 
decades, This coincides with reports in the 
literature as summarized by Schilling). 

Sex: All patients in this series are fe- 
males. The sources we consulted included 
only 7 cases of Hashimoto’s disease in males. 
Graham''’ reported 2, Joll®’ reported 3, 
Kearns‘'*) reported 1, and Schilling''*’ re- 
ported 1. 

Predominant symptoms: All patients had 
some degree of swelling of the thyroid. Ten 
patients had a choking sensation or diffi- 
culty in swallowing. Six patients complained 
of nervousness; this symptom may be mis- 
leading in diagnosis, but can probably be at- 
tributed to the constant tracheal pressure, 
resulting in dyspnea. In 1 patient nervous- 
ness was accompanied by loss of weight and 
an increase in the basal metabolic rate, which 
sometimes occurs transiently. In the Watts 
Hospital series pressure symptoms played a 
predominant role in Hashimoto’s disease, 
whereas Schilling''*) describes this as occur- 
ring chiefly in Riedel’s struma and uses it 
as a point of differential diagnosis. 

Duration: In this series of cases the dura- 
tion of symptoms varied from three weeks 


in one case to the “entire life” of the 15 year 
old patient, so that conclusions regarding a 
definite span for the disease cannot be made. 
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In most cases the condition had been present 
for several months before medical advice 
was sought. 

Appearance of gland on physical examina- 
tion: There was great variation in the de- 
scriptions of different examiners. Diffuse 
symmetrical enlargement occurred in 12; in 
8 the enlargement was localized on one side 
or over the isthmus. In 1 no enlargement 
was noted. There was a recurrence in the 
mid-line 4 months following operation in a 
case which had been diffusely enlarged pre- 
viously. Thus a slight predominance of the 
diffuse type of enlargement was found. In 
the series presented by Schilling”* all 
cases of struma lymphomatosa were diffuse. 
McSwain and Moore'’’, in 71 collected cases, 
found 46 which they described as diffuse, 6 
with one lobe and the isthmus involved, and 
83 with a single lobe enlarged. 

Basal metabolic rate: In 8 cases no record 
of the basal metabolic rate was found. In 7 
cases it varied from 0 to plus 12. One read- 
ing of plus 50 was obtained in 1 of these pa- 
tients, but was believed to be inaccurate. In 
6 cases the metabolic rate varied from minus 
4 to minus 20. 

Preoperative diagnosis: In 11 cases the 
clinical diagnosis was nontoxic goiter. In 
7 cases the patients were thought to have a 
thyroid adenoma. One case was diagnosed 
simply as goiter and in 1 no diagnosis was 
recorded, One patient with a basal metabolic 
rate of minus 20 (and this apparently was 
the only metabolism test recorded) was con- 
sidered to have a toxic goiter. 

Coincident disease: With regard to coin- 
cident disease, 3 patients had hypertension. 
Another was reported as having “asthma” 
on exertion, and one had bronchial asthma. 
The question regarding the relationship of 
tracheal pressure to the “asthmatic” symp- 
toms arises. One patient had rheumatic 
heart disease and another diabetes. 

Appearance of gland at operation: The ap- 
pearance of the gland varied considerably. 
The consistency varied from “soft” to “hard, 
suggestive of carcinoma.” For the most part, 
an increase in density was apparent to the 
surgeon. In one case the capsule of the gland 
was found to be adherent to adjacent muscle, 
and the surgeon’s impression was Riedel’s 
struma. Another case in which the gland was 
exceedingly hard but diffusely enlarged sug- 
gested Riedel’s struma. In only 2 cases did 
the surgeon’s note describe tracheal pres- 
sure. A homogeneous yellowish cut surface 
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was described in 1 case and in another a 
grayish-red cut surface. There is little con- 
formity in these descriptions. Twice malig- 
nancy was suspected; and twice the correct 
diagnosis of Hashimoto’s disease was made. 
In 13 cases the diagnosis was nontoxic nodu- 
lar goiter. Bilateral subtotal thyroidectomy 
was the operation performed in all but 4 
cases. In one a portion of the right lobe and 
isthmus were removed, in another a portion 
of the left lobe, and in a third small portions 
of each lateral lobe and an adenoma. In the 
remaining case the extent of the operation 
was not recorded. 

Gross pathologic findings: It was noted 
with few exceptions that the gross specimen 
had a nodular or lobulated appearance. The 
others displayed a homogeneous or cystic cut 
surface, and the appearance of the cut sec- 
tion was variously described as “dull gray,” 
“grayish-pink,” “spotty-white,” “bluish,” 
“pinkish-yellow,” “reddish-gray,” and so 
forth. The specimens which were person- 
ally observed generally had a yellowish-gray 
cast, with variations regarding the nodular 
or homogeneous appearance. In general, the 
consistency was firm and there was little 
colloid. 

Microscopic appearance: All of these cases 
showed the presence of true lymphoid tissue 
with germinal follicles. For the most part, 
the acini were small with little colloid, and 
the lining epithelium varied from flat to 
cuboidal. Swollen follicular cells with acido- 
philic cytoplasm were commonly seen. Fi- 
brous tissue, when it occurred, was loose and 
of fine texture. 


Riedel’s struma (9 cases) 

Age and sex: The youngest patient was 
21 and the oldest 67, with the greatest num- 
ber of cases occurring in the fifth decade. 
Two were in the third decade and 2 were in 
the fourth decade. This corresponds well 
with Schilling’s''*’ report. All of the pa- 
tients in this series were females. 

Predominant symptoms: Many authors, 
including Anderson'*), Schilling''*’, and Me- 
Swain and Moore’, consider the tracheal 
compression symptoms to predominate in 
Riedel’s struma. In our series only 1 of the 
9 patients complained of actual choking sen- 
sations, Six complained of nervousness. Five 
patients had either a cold or sore throat 
preceding the onset of symptoms. Swelling 
of the neck was a complaint in 6 patients. 


Duration: The duration of symptoms be- 
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fore medical attention was sought varied 
from 1 month to 2 years, which is a con- 
siderably narrower range than in Hashimo- 
to’s disease. The greatest number had symp- 
toms for about 2 months. 

Appearance of gland on physical examina- 
tion: In most cases the enlargement was con- 
fined to one portion of the gland: 4 in the 
right lobe, 1 in the left lobe, and 1 in the 
isthmus. Three patients had a diffuse en- 
largement of the gland, and in 1 no enlarge- 
ment was found. One gland was tender to 
palpation. Gilchrist''”’ states that the con- 
dition is unilateral in 49 per cent of the 
cases, 

Basal metabolic rate: These rates ranged 
from minus 13 to plus 24, with an average of 
plus 5.4. According to DeCourcy''®) the ba- 
sal metabolic rate is usually normal. 

Preoperative diagnosis and coincident dis- 
ease: Three of the cases were correctly diag- 
nosed before operation. One patient, who was 
two months pregnant and had a basal meta- 
bolic rate of minus 19, was thought to have 
a diffuse toxic goiter. One case was diag- 
nosed as “chronic thyroiditis,” but this was 
not defined. One patient whose condition was 
diagnosed as nodular nontoxie goiter had 
previously had an appendectomy, with a 
pathologic diagnosis of lymphoid hyperplasia 
of the appendix. Diabetes was associated 
with 1 case and pregnancy was mentioned 
as associated with the onset of symptoms 
in 3 cases. In 1 case mastitis had developed 
following delivery and two and one half 
months later the swelling in the neck de- 
veloped. 

Appearance of the gland at operation: In 
4 cases the glands were diffusely enlarged; 
in 2 the enlargement was predominantly on 
the right and in 1 on the left. Two of the 
glands were described as small and hard, In 
7 cases the gland adhered either to the tra- 
chea or surrounding tissues. Tracheal com- 
pression was noted in 1 and esophageal com- 
pression in 1. All glands were considered 
“hard,” and several were described as “fi- 
brous.”’ 

Surgeon's diagnosis: Four cases were di- 
agnosed as Riedel’s struma at the operating 
table, 2 were considered to be nodular non- 
toxic goiters, 1 a subacute thyroiditis, 1 a 
toxic goiter, and 1 a tumor of the thyroid. At 
the time of operation the involvement was 
considered diffuse in 8 cases and limited to 
the right lobe in 1 case. Thus after operation 
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8 were considered diffuse as compared to 4 
on physical examination. 

Gross findings: The variation in descrip- 
tion is considerable. In some cases the gland 
was nodular and light yellow to white in 
color, but the description of pinkish-gray, 
firm, fibrosed tissue was given more fre- 
quently than any other. 

Microscopic findings: Here the character- 
istic finding was dense fibrosis. For the most 
part the acini had disappeared, and in many 
of the sections giant cells which apparently 
were formed by the degenerating follicles 
could be seen. Pseudo-tubercle formation 


as observed in 4 of the ceses. Lymphocytic 
infiltration was diffuse, and lymphoid fol- 
licles were not present. Neutrophils and eo- 
sinophils were described in 2 cases, 


Follow-up 

One patient, a 38 year old woman who was 
pregnant at the time of operation and whose 
‘ase was diagnosed as toxic goiter by the 
surgeon and as Riedel’s struma microscopic- 
ally returned two years later with a myxe- 
dematous facies, dry skin, and lack of en- 
ergy. This case emphasizes the importance 
of extreme care in diagnosing a toxic thy- 
roid in a pregnant woman. At the time of 
operation the basal metabolic rate was minus 
19. 

Of those who had Hashimoto’s disease 
and on whom follow-ups were obtained, the 
most severe and immediate reaction was in 
a 54 year old woman. She had all of the 
right lobe and nine-tenths of the left lobe 
removed at operation. She returned two 
weeks following operation in a lethargic 
state and showing signs of myxedema, Her 
basal metabolic rate had dropped from plus 
6 before operation to minus 8 and minus 16 
at the time of readmission. Another patient, 
aged 39, was placed on thyroid extract two 
months following operation because of frank 
myxedema with a basal metabolic rate of 
minus 34. She also had menopausal symp- 
toms. EKight months followiing operation the 
patient had stopped taking thyroid extract 
and was having some psychotic manifesta- 
tions associated with myxedema. She had 
done quite well during the few months that 
she remained on thyroid extract. A 32 year 
old woman with Hashimoto’s disease noticed 
weight gain and increased menstrual flow 
1 month following operation. She was main- 
tained satisfactorily on small amounts of 
thyroid. One patient was reported as being 
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entirely well during a 2 year period, but the 
majority of patients have been maintained 
on varying amounts of thyroid extract. 


Comment 

From a clinical standpoint it is important 
to keep in mind the fact that Riedel’s struma 
and Hashimoto’s disease occur more fre- 
quently than is generally believed; since they 
are not usually suspected, they are infre- 
quently diagnosed before the specimen is 
examined histologically. It can be observed 
from the cases summarized above that rarely 
has conservative surgical management been 
employed. It would seem that a patient with 
enlargement of the thyroid gland, but with- 
out frankly toxic signs or significant eleva- 
tion of the basal metabolic rate, should be 
given the benefit of an examination of a 
frozen section of the gland at operation be- 
fore a subtotal thyroidectomy is performed. 
This applies especially to patients presenting 
evidence of tracheal compression gradually 
increasing in severity. A frozen section di- 
agnosis is particularly desirable if the pro- 
cess is so extensive that resection of the in- 
volved portion obviously would bring about a 
frank decrease in activity of a gland which 
is already hypofunctional. 

The pathologist should have no difficulty 
making a diagnosis by frozen section in the 
majority of cases. The differentiation be- 
tween Hashimoto’s disease and Riedel’s 
struma presents no particular problems. 
Nodular goiters frequently contain patchy 
areas of lymphoid tissue, but not to the 
extent observed in Hashimoto’s disease. 
Graves’ disease may exhibit an abundance 
of lymphoid tissue, but there is also evi- 
dence, both clinically and histologically, of 
marked parenchymal overactivity. 

If the surgeon receives a diagnosis of 
Hashimoto’s disease from the frozen sec- 
tion, it would seem best to close the incision 
without further operative procedure unless 
there are symptoms of tracheal compression. 
If this is the case, the isthmus may be cut 
across with a minimal removal of tissue. If 
Riedel’s struma is diagnosed there is no par- 
ticular contraindication to conservative re- 
section, since postoperative hypothyroidism 
is less likely to occur. 

Because of the unsatisfactory results of 
surgical treatment of Hashimoto’s disease, 
other forms of therapy, including roentgen 
rays and radium, have been tried. Accord- 
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ing to Schilling’’*’, who has successfully 
treated Hashimoto’s disease with radiation, 
the gland will regress rapidly within two or 
three weeks. He recommends deep roent- 
gen therapy of from 1200 to 1500 r on each 
side of the neck, in divided doses of 100 to 
200 r. One of his patients so treated, a 15 
year old girl, showed prompt regression of 
the thyroid enlargement after 800 r to each 
side of the neck. The enlargement recurred 
in six weeks, and was satisfactorily con- 
trolled with 600 r. Crile('® reported that the 
response of Hashimoto’s disease to roent- 
gen therapy has not been established, but 
concluded that it should be given a trial. He 
reported 2 cases which were successfully 
treated with roentgen rays, with prompt re- 
sponse in 1 and delayed response in the 
other. He found that roentgen therapy was 
of little or no value in Riedel’s struma. 

Although there are reports of unsuccess- 
ful results with roentgen ray therapy in 
Hashimoto’s disease, this form of therapy 
seems logical because the response of lymph- 
oid tissue in general occurs at dosages suf- 
ficiently low to avoid damaging the thy- 
roid parenchyma. With regression of the 
lymphoid tissue, regeneration of the func- 
tional parenchyma is possible. 

At any rate, a conservative approach 
should be used. Most of these women are 
still at an age when the preservation of all 
endocrine functions is essential to their gen- 
eral well-being. It is advisable to maintain 
these patients on thyroid extract following 
operation if necessary, until it becomes evi- 
dent that the gland is functioning properly 
no matter what type of therapy is followed. 

If surgical treatment is used in either 
Hashimoto’s disease or Riedel’s struma, it 
should be remembered that the purpose is 
merely to relieve pressure symptoms. It also 
seems that any case clinically diagnosed as 
nontoxic goiter should always have the bene- 
fit of a biopsy and frozen section before fur- 
ther operation is performed, since this con- 
dition cannot be distinguished with certainty 
except microscopically and has been wrongly 
diagnosed more frequently in our series than 
any other condition. 

Illustrative Case Report 

The following case, treated by one of us 
(P.R.I.) at the Woman’s Hospital in Phila- 
delphia, illustrates the clinical course and 
principles of management in Hashimoto’s 
disease. 
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The patient, a 48 year old Negro woman, 
was admitted on July 23, 1951, complaining 
of swelling in the neck and choking sensa- 
tions. For a number of years she had not 
felt well, and had been told that she had hy- 
pothyroidism. At one time she had been on 
thyroid extract. About one year prior to this 
admission she had a severe cold, following 
which there was a marked increase in the 
size of the thyroid gland. Since then she had 
been troubled with “heaviness in her neck,” 
headaches, choking sensations, and some dif- 
ficulty in breathing in the prone position. 
There were occasional nosebleeds, 

The past history revealed that she had had 
rheumatic fever in childhood and typhoid 
fever, Her tonsils and adenoids had been re- 
moved and she had had a submucous resec- 
tion in her twenties. In 1931 the gallbladder 
was removed, and in 1938 there was a re- 
currence of rheumatic fever. Hysterectomy 
and bilateral salpingo-oophorectomy were 
performed in 1949. The family history was 
noncontributory. 

Physical examination revealed a well de- 
veloped, obese woman about whom there was 
some question as to whether she was Negro 
or white. The skin was puffy and hair was 
dry. The thyroid gland was diffusely en- 
larged to about five times its normal size. 
It was firm but not woody in consistency. 
Heart and lungs were normal and the blood 
pressure was 110 systolic, 70 diastolic, The 
abdomen was soft and doughy, and dis- 
played a right subcostal and lower mid-line 
sear. The clinical impression was Hashimo- 
to’s disease, with the possibility of Riedel’s 
struma to be considered. 

The erythrocyte count was 3,910,000 per 
cubic millimeter, with a hemoglobin of 11.5 
Gm. per 100 cc. The leukocytes numbered 
4,800 per cubic millimeter, and the differen- 
tial formula was normal. Urinalysis revealed 
nothing remarkable. The basal metabolic 
rate was minus 28, and total cholesterol was 
165 mg. per 100 cc. The total serum protein 
was 7.4 Gm. per 100 ce., and the blood urea 
nitrogen was 17.5 mg. per 100 cc. An elec- 
trocardiogram showed “a vertical heart” 
with “prolonged A-V conduction.” 

On laryngoscopic examination the vocal 
cords were somewhat edematous and slug- 
gish, and the examiner thought the edema 
was probably due to hypothyroidism, Dila- 
tation of the vessels in the nasal septum was 
attributed to pressure of the thyroid gland, 
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A roentgenogram revealed no substernal thy- 
roid enlargement. 

Operation was performed under local 
block anesthesia. A collar incision was made, 
and the thyroid gland was exposed. A speci- 
men was taken from the isthmus for histol- 
ogic examination, and the isthmus was di- 
vided and dissected away from the trachea. 
The gland had a lobulated grayish-tan ap- 
pearance, and was friable. 

Frozen section diagnosis was Hashimoto’s 
disease, (This was later confirmed by paraf- 
fin section.) It was thought that the tracheal 
obstruction had been relieved by dividing 
the isthmus. Therefore the incision was 
closed and the patient returned to the ward 
in good condition, 

The postoperative course was uneventful. 
After consultation with the radiologist, it 
was decided to discharge the patient after 
removing the skin clips, and to have her re- 
turn for a course of roentgen therapy in 
about two weeks. She received a total of 
600 r in 4 doses over a two weeks’ period. 

After this she stated that she felt excep- 
tionally well, and that all pressure symptoms 
had disappeared. On examination the thy- 
roid gland had decreased in size, the left 
lobe being of about normal size and the right 
lobe about twice normal size. Since the basal 
metabolic rate was minus 20, thyroid ex- 
tract was given. On examination several 
months after the operation, the thyroid gland 
seemed to be of normal size, and the patient 
stated that she felt better than she had in 
years, 

Summary 

1. Hashimoto’s disease and Riedel’s struma 
are best considered as separate entities with 
the weight of evidence pointing to constitu- 
tional or metabolic disturbances in Hashi- 
moto’s disease and some preceding infection 
in Riedel’s struma. 

2. Hashimoto's disease is seldom suspected 
or diagnosed before histologic examination. 
Any patient with a slowly enlarging gland 
who complains of difficulty in swallowing or 
a choking sensation should be suspected of 
having Hashimoto's disease. Sign of hypo- 
thyroidism will usually be found if looked 
for. 

3. Frozen section examination should be 
performed on all diffusely enlarged glands 
where a subtotal resection is contemplated 
and there is no conclusive evidence of toxic 
goiter, 
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4. Radiation therapy in Hashimoto’s dis- 
ease would seem to be the most satisfactory 
treatment if the unfortunate sequel of hy- 
pothyroidism is to be minimized. When sur- 
gery is performed, it will usually suffice to 
remove only a portion of the isthmus in 
order to relieve the pressure symptoms, In 
Riedel’s struma radiation therapy cannot 
be expected to be effective when the histolo- 
gic picture of the disease process is con- 
sidered. In this condition, as in Hashimoto’s 
disease, however, the only object of surgery 
is to relieve pressure symptoms, and this 
may be done with a minimal removal of 


tissue. 
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Many a vital discovery has been nothing else than 
recognizing the unexpected. To encounter nature in 
this necessary state of awareness is inevitably to 
find all its forms and movements, from the infi- 
nitely small to the infinitely large, full of inexhaus- 
tible significance and relevance. But even in experi- 
mental work it is the primacy of an imaginative idea 
or intuition that often starts it all off. In simple 
words, I might say that the important thing in ex- 
perimenting is to ask nature the right question and 
in its most direct form. Only then is the answer 
clear and unmistakable. But so often one has failed 
to ask the right question and the terms of it have 
to be recast. In this complex process it is as if 
knowledge were playing a game of chess with the 
mind, and one has to be constantly on the alert 
with fresh tactics or even a changed strategy.—Sir 
Edward Appleton: Science for Its Own Sake, Sci- 
ence 119:103-109 (Jan. 22) 1954. 
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THE USE OF RADIOISOTOPES AS 
TRACERS IN CIGARETTE SMOKE 
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Detailed information concerning the de- 
position and fate of cigarette smoke in the 
lung is necessary to the further study of cer- 
tain medical aspects of cigarette smoking. 
Since this information could not be obtained 
readily by available methods of investiga- 
tion, we have sought a new approach to the 
problem by using radioisotopes as tracers 
in cigarette smoke. Methods have been de- 
veloped for entraining certain radioactive 
materials in smoke from cigarettes and for 
depositing this radioactive smoke in the 
lungs of an anesthetized dog. The pattern of 
the smoke deposit in the lungs has been map- 
ped by measurements with the Geiger-Miiller 
tube and by radioautographic techniques. 

The purpose of this paper is to report the 
general method of experimental study and to 
give results obtained with three radioactive 
isotopes, sodium (Na), potassium (K**), 
and arsenic (As‘°), More detailed reports on 
particular aspects of the study will be pre- 
sented in other articles now in preparation. 


Methods 

Production of radioactive smoke 

Radioactive smoke was produced by burn- 
ing standard cigarettes which had been 
treated with a solution containing a radio- 
active isotope. A tuberculin syringe fitted 
with a 21 needle was used to introduce a 
0.2 cc. sample of isotope solution into a cig- 
arette mounted in a glass holder. Sodium and 
potassium were used as carbonates and ar- 
senic as the oxide, compounds obtained from 
the Oak Ridge National Laboratory. The ac- 
tivity of the isotope solution was adjusted so 
that 0.2 cc. contained between 0.05 and 0.2 
millicurie. The needle was inserted along the 
main axis of the cigarette, and the solution 
was distributed throughout the portion to be 
burned. The cigarette still in the glass holder 
was then dried at 105 C. for two hours. 

Numerous in vitro experiments (to be re- 
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ported elsewhere) showed that with Na** 
and K** about 0.1 per cent of the activity in 
the cigarette was entrained in the smoke, 
while with As*® some 8 per cent of the ac- 
tivity appeared in the smoke. The amount of 
isotope entrained in the smoke was approxi- 
mately the same whether it was introduced 
as a constituent of the living leaf (by meth- 
ods to be reported) or added to the tobacco 
just before smoking. 


Introduction of radioactive smoke 
into the lungs of dogs 

Radioactive smoke was introduced into the 
lungs of the experimental animal by the 
method shown in figure 1. A dog was anes- 
thetized with Pentothal and maintained with 
artificial respiration. The respirator was ad- 
justed so that the lungs were inflated 10 to 
15 times per minute. A small polyethylene 
tube was passed through the tracheal can- 
nula until its tip rested 10 to 15 mm. above 
the bifurcation of the trachea. This tube 
was connected through a 2-way valve to a 
cigarette and to a syringe barrel which serv- 
ed as a pump using a water column as a pis- 
ton. Smoke was drawn from the cigarette 
into the syringe by lowering the water col- 
umn connected to a siphon with a difference 
of 1 meter between water levels. Rotating 
the valve above the syringe and opening the 
water line to the upper reservoir forced the 
smoke through the tube into the trachea. A 
puff of smoke (5 to 10 cc.) was introduced 
into the trachea just as the inspiratory phase 
began. The expired air was conducted into a 
balloon flask which was chilled with dry ice 
to condense any smoke not retained in the 
lungs. 

By proper timing it was possible to carry 
through an experiment with a negligible loss 
of smoke (less than 5 per cent of the total) 
in the expired air. As a general rule nearly 
one-third of the smoke drawn through the 
cigarette (main stream smoke) was con- 
densed in the syringe and tube leading into 
the trachea. Quantitative determinations of 
radioactive materials indicated that 50 to 65 
per cent of the main stream smoke was usu- 
ally deposited in the lungs of the animal. 
After three to five cigarettes were smoked 
on a single animal the lungs appeared per- 
fectly normal on removal. The smoking of as 
many as twenty cigarettes in a period of two 
to three hours placed an abnormal stress 
upon the dog lung, resulting occasionally in 
edema. 
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Fig. 1. Diagram showing method for introducing smoke from a treated cigarette into the lungs of an 


anesthetized dog. 


At the end of the smoking period the dog 
was killed by the administration of Pento- 
thal and by bleeding. The lungs were re- 
moved as quickly as possible, dissected free 
from extraneous tissue, and blotted dry with 
tissue paper. They were then flattened out 
and cut into 18 segments shown in figure 2. 
The radioactivity of each segment was de- 
termined with a thin window Geiger-Miil- 
ler tube and counter under conditions that 
were the same for all samples, the so-called 
“fixed geometry.” From the weight of each 
sample and the recorded activity, results 
were calculated as counts per minute per 
gram of tissue. 

As an alternate method for measuring rad- 
ioactive material in the lung tissue, each 
sample was digested in strong sulfuric acid, 
diluted up to standard volume and its activity 
determined with an immersion G-M tube. 
The activity of the sample as counts per 
minute per gram of tissue was closely paral- 
lel to that recorded with the thin window 
G-M tube used above. This agreement be- 
tween the two methods justifies confidence 
in the accuracy of the results as an indica- 
tion of the relative distribution of radioac- 
tive material (high energy beta emitters) 
in various parts of the lung. 


Radioactive potassium 
More than 20 dogs were used in studying 


the pulmonary distribution of smoke from 
cigarettes containing K**. Experiments on 
the first few animals were preliminary and 
served to develop the standard technique re- 
ported in this paper. The results of the last 


Fig. 2. Diagram of a dog lung, showing the loca- 
tion of eighteen sections used for measurement of 
radioactivity. 
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Table 1 
Distribution of Cigarette Smoke Containing 
Radioactive Potassium (K*") in the Dog Lung 
(Figures = counts per minute per gram of tissue) 
Experiment 


Lung 
Section > f 10 


1 
2 
3 
4 
5 
6 
7 
8 
9 
10a 
10b 
lla 
11b 
12 
13 
14 
15 
16 


10 experiments are given in table 1. The 
figures, representing counts per minute per 
gram of tissue, are relative values only since 
the G-M tube, as used in these experiments, 
registers a constant fraction of the total ac- 
tivity present. The counts suggest a highly 
variable and random distribution without 
any recurrent pattern in the several experi- 
ments. In a majority of the experiments the 
highest concentration of radioactive material 
was found in lung sections 8, 9, and 13. As a 
general trend in nearly all experiments, the 
peripheral segments of the lung, sections 1, 
3, 5, 7, 10b, and 11b, showed a higher con- 
centration of radioactive material than did 
the inner segments of the same lobes, sec- 
tions 2, 4, 6, 10a, and lla. 

In 16 dogs carried through the standard 
smoking procedure with K**, 5 showed 
a greater concentration of radioactive ma- 
terial in the left side of the lungs and two in 
the right side, while in nine experiments 
there was no significant difference between 
the two sides. 

Taken as a whole these experiments show 
a diffuse random distribution of smoke par- 
ticles throughout all areas of the lung. Con- 
versely, there is no evidence of a massive ac- 
cumulation of smoke particles in any small 
areas of the lungs. 


Radioactive sodium 

Ten dogs were used in studying the pui- 
monary distribution of smoke from ciga- 
rettes treated with Na**. One dog received 
too small a dose of smoke for measurement 
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Table 2 
Distribution of Cigarette Smoke Containing 
Radioactive Sodium (Na2*) in the Dog Lung 
(Figures = counts per minute per gram of tissue) 
Experiment 


Lung 
Section 1 33 


566 
198 275 


Table 3 
Distribution of Cigarette Smoke Containing 
Radioactive Arsenic (As76) in the Dog Lung 


(Figures = counts per minute per gram of tissue) 


Experiment 
Lung 
Section 


20400 
25460 
19060 
5670 
4570 
8830 
15060 
4520 
15310 
16730 
8280 
21660 
10590 
15670 
30330 
38220 


2000 
4340 
7120 
3280 
3330 
8340 
1120 

708 
2690 
1380 
2510 
2090 
1350 
2650 
3190 


1 

2 

3 

4 

5 

6 

8 

9 

10a 

10b 

lla 

11b 

12 

13 

14 

15 

16 

and a second dog had a congenital abnormal- 

ity of the lung making comparisons impos- 

sible. Satisfactory results were obtained in 

the other eight experiments as represented 

in table 2. The pattern of distribution is 

very similar to that obtained with K*’, a 

diffuse random deposit of smoke throughout 
all areas of the lung. 
Radioactive arsenic 

When As“ is employed as the tracer sub- 

stance in cigarette smoke the amount of rad- 

ioactive material deposited in the lung is 

far greater than that observed in previous 

experiments, a fact which is due to the larg- 

er amount of arsenic entrained in the smoke. 

The results of four experiments employing 

this istotope are shown in table 3. The pat- 
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Fig. 3. (Left) Dog lung containing a deposit of radioactive smoke from cigarettes treated with K42. 
(Right) Radioautograph prepared from the dog lung at the left, showing the distribution of radioactive 


smoke. 


tern of distribution is one of completely ran- 
dom deposits in all parts of the lung, and is 
similar to that obtained with radioactive po- 
tassium and sodium. 


Use of the Radioautographic Technique 


In order to get a more detailed pattern 
of smoke distribution than was _ practical 
with the G-M tube, attempts were made with 
12 dogs to obtain radioautographs of the ex- 
cised lungs. Despite the numerous difficul- 
ties encountered in employing this technique 
on a large mass of tissue containing an un- 
known amount of radioactive material, two 
satisfactory radioautographs were obtained. 
The method used was as follows: Upon com- 
pletion of the smoking procedure, the dog 
was killed and dissection was started im- 
mediately. The cleaned and blotted lungs 
were placed in position upon a sheet of cello- 
phane resting on a sheet of x-ray film which 
lay on a glass plate. The cellophane sheet was 
placed over the lungs, and a sheet of x-ray 
film on top of that. The whole unit was placed 
in a light proof container and exposed for 
18 to 36 hours. The film was developed by 
a standard procedure. Gross overexposures 
were made in two experiments, underexpos- 
ures in four, and four sets of films were 
damaged. The radioautograph of a pair of 
dogs lungs containing K** together with a 
picture of the lungs used is shown in figure 
3. The diffuse deposit in each of the various 
lobes is a striking confirmation of the distri- 
bution pattern indicated by G-M tube counts. 


Fig. 4. Radioautograph of a dog lung, showing an 
unequal distribution of smoke containing K*? in 
various lobes. 


It is significant that the deposit in the tra- 
chea and bifurcation was too small to affect 
the film. Figure 4 shows a second radioauto- 
graph in which there is an obvious dif- 
ference in intensity between lobes, indicat- 
ing a difference in the amount of smoke 
present. 


Comments on Isotopic Techniques 
After the foregoing studies on the deposi- 
tion of cigarette smoke in the dog lung were 
completed, our attention was called to recom- 
mendations adopted by the Symposium on the 
Endemiology of Cancer of the Lung held at 
Louvain, Belgium, in June, 1952. Among the 
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proposals of this body was the following: 
“Experimental studies should be conducted 
with special reference to inhalation tech- 
niques and to sites of deposition of inhaled 
particles in the respiratory tract’’''’. The ob- 
jectives of such a study were, in part, antici- 
pated by the experiments reported here, 
which were designed to show whether par- 
ticles in cigarette smoke are deposited evenly 
throughout the lung or are accumulated in 
certain limited areas of the lung. 

The use of radioisotopes as tracers in cig- 
arette smoke makes possible several types 
of investigation on the deposition of smoke 
particles in the respiratory passages. The 
present study concerns the general pattern 
of smoke deposition with one type of inhala- 
tion, artificial respiration, in one species 
only. Using I'*' as a tracer radioautographs 
of histologic sections have been employed to 
study in more detail smoke deposition in the 
larger bronchi as compared with that in the 
alveolar areas; the results of this study will 
be reported elsewhere'”’, As other studies are 
completed in the future, there will emerge 
basic physiologic facts which may be perti- 
nent to the general problem of smoking and 
lung cancer. 

The use of radioisotopes as tracers in cig- 
arette smoke has certain inherent limita- 
tions. In considering the problem a sharp dis- 
tinction must be made between deposition of 
smoke and the fate of the smoke particle fol- 
lowing deposition. The exact site of smoke 
deposition may be demonstrated by the meth- 
od which has been described, using any one 
of a number of radioactive isotopes. Once the 
smoke particle is deposited on the wall of the 
respiratory passage the isotope ceases to be 
an accurate tracer for smoke as such. For 
example, compounds of Na*! and K*? may 
diffuse away from a droplet containing nico- 
tine and tars, and thus become tracers solely 
for the inorganic ash fraction of the smoke. 
The nicotine molecule must be labeled with 
a tracer such as radioactive C'* in order to 
get information regarding the behavior and 
fate of the nicotine fraction after the smoke 
particle is deposited. The same is true for the 
tar fraction of smoke. Particular isotopes 
may also be used as tracers for extraneous 
materials added to tobacco during growth 
or processing. For example, As*®, in addition 
to labeling the smoke deposit, may serve as 
a tracer for arsenical insecticide residues on 
tobacco. 
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It should be emphasized that the concen- 
tration of radioactive material in the lung is 
the resultant of several opposing factors: 
(a) the total amount of isotope entering the 
lung with the smoke and (b) the amount 
leaving with the expired air; (a) the amount 
actually deposited in the pulmonary air pas- 
sages and (b) the amount removed by the 
blood stream. While the above experiments 
are far from quantitative, it appeared that 
the amount of radioactive material present 
in the lung at the end of the smoking period 
was only 5 to 25 per cent of the total amount 
deposited in the lung. This would suggest a 
rapid removal of smoke—at least the ash 
constituents — from the lung by the blood 
strear. Quantitative studies with isotopes 
will give much additional information on 
this point. 
Summary 

Methods have been developed for entrain- 
ing certain radioactive materials in smoke 
from cigarettes and for depositing this radio- 
active smoke in the lungs of an anesthetized 
dog. The distribution of radioactive material 
in the lungs has been determined by the 
G-M tube counter and by a radioautographic 
technique. These studies show a diffuse, com- 
pletely random pattern of distribution in all 
parts of the lung. There is no evidence of a 
massive accumulation of smoke particles in 
any limited area. 

Certain aspects of the experimental use 
of radioisotopes as tracers in cigarette smoke 
have been discussed. 
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We must still ask ourselves what it is that urges 
men to do these things and our answer must surely 
be that it is the challenge of it all. Why should any- 
one want to climb Mount Everest? Simply, I suggest, 
because it is there—as a challenge of the unknown 
and the unaccomplished—a challenge to spirit and 
body, now so gloriously met by Hillary and Tensing. 
In its different setting, the pursuit of science also 
presents to the human mind an enduring challenge 
on an endless frontier, quite apart from the material 
enrichment of mankind to which it may incidentally 
give rise. “The work may be hard, the discipline se- 
vere,” as Lord Rayleigh said on an occasion similar 
to this, nearly seventy years ago, “but the interest 
never fails and great is the privilege of achieve- 
ment.”—Sir Edward Appleton: Science for Its Own 
Sake, Science 119:103-109 (Jan. 22) 1954. 
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DEPRESSIVE PSYCHOSES IN 
LATER LIFE 


FRED W. LANGNER, M.S., M.D. 
and 
MALCOLM D. KEMP, M.D., F.A.P.A. 


PINEBLUFF 


There are at least 10,000,000 persons over 
60 years of age in the United Sates today. 
This “lost generation” represents each year 
a large percentage of our psychiatric pa- 
tients. The psychiatric disorders in this 
group are due not alone to the inevitable 
mental deterioration of old age—the changes 
referred to as senility—but to a large extent 
to functional, and therefore both preventable 
and remediable, illness. It is to these latter 
problems that reference is made in this 
article, 

The emotional deprivation and misery felt 
in varying degrees by so many persons dur- 
ing the involutional period is not, per se, a 
function of the life situation or an ebbing 
physiology. It is, rather, a function of a rigid 
personality when threatened by the with- 
drawal of formerly available emotional props 
and weakened by diminished biologic resil- 
iency. It is indeed a failure of adaptation to 
inward and environmental stress, but in the 
psychologic rather than the physical sense. 
Since the work of Selye, much emphasis has 
been given the pituitary-adrenal axis as a 
mechanism protecting the organism against 
stress. Interest in this mechanism in psychi- 
atric disorders has been stimulated by the 
fact that electroshock therapy produces some 
transient changes resembling those which 
follow the injection of steroid hormones. The 
use of steroids in the treatment of extreme 
involutional depression, however, has met 
with little or no success except where highly 
toxic doses were used, and among the various 
steroids employed only testosterone has chal- 
lenged the results of electroshock therapy in 
the hands of any investigator”). Because 
ACTH, adrenal steroids, and sex hormones 
modify emotional disorders so unpredictably, 
it is not reasonable to assume that the psy- 

chologic failure of the human organism is 
primarily a result of steroid hormone im- 
balance. Furthermore, excretion studies of 
ketosteroids in various psychotic patients 
yield no decisive results. Since this once 
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promising line of investigation has led to 
no more definite therapeutic approach to 
the problem than have other biochemical in- 
quiries, we must continue to lean heavily on 
psychologic mechanisms. 


Personality Factors Underlying 
Depressions in Later Life 

The typical depression of later life, involu- 
tional melancholia, cannot always be readily 
distinguished from other types of depressive 
reaction occurring for the first time in the 
involutional period. A longitudinal examina- 
tion of the patient’s past emotional patterns 
is essential to a reliable diagnosis. Our cri- 
teria for a diagnosis of depressions of the 
involutional type are fourfold: 

1. A predominately depressive psychotic 
reaction, often agitated, usually with 
some somatic preoccupation, and with 
or without paranoid coloring. 

2. Its first appearance during the invo- 

lutional period — from 40 to 60 in 
women and 55 to 70 in males. 
The absence of a history of cyclothymic 
or markedly schizoid personality, or of 
a severe external stress situation temp- 
orarily associated with the psychotic 
break. 

4. The elicitation of life patterns pointing 

to rigid and often compulsive behavior. 

The one word which most readily charac- 
terizes the pre-morbid personality of the 
victim of involutional depression is rigid. 
Whether the patient has been an underpaid 
nobody or a prominent member of society, 
he is likely to have been lacking in the ca- 
pacity to release his emotions, to act spon- 
taneously outside narrow, often compulsively 
enforced limits of colorless preoccupations. 
He is “pathologically inhibited” in the sense 
that his way of life has curbed the expres- 
sion of affective forces dealing with other 
human beings. Emotional energies, instead 
of spreading out into his human environ- 
ment to catch up the responsiveness of sus- 
ceptible spirits, are bottled within him until 
they break out in pathologic tensions and 
somatized delusions. In this self-isolation it 
is little wonder that he feels left behind, 
or that his increasing preoccupation with 
self takes the form of hypochondriasis. His 
ever constricting sphere of contact is almost 
always interpreted defensively—that is, as 
a function of his environment rather than of 
his own faulty emotional pattern. The inner 
tension produced by this growing malad- 
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justment and blocked expression can either 
be somatized or projected, if the individual 
manages to avoid a frankly psychotic break. 
In the typical agitated depressive reaction, 
before the patient becomes totally inacces- 
sible, both these mechanisms—somatization 
and projection—can often be elicited in text- 
book clarity. 

In some individuals the rigid personality 
is fairly well disguised behind a facade of 
community participation. The relatives will 
boast to the doctor of how the patient has 
given selflessly of time and effort in this or 
that organization. The motivation, however, 
is not recognized, nor is the fact that many 
persons who are incapable of free emotional 
participation serve well as watchdogs of the 
treasury, as impersonal organizers, as cold 
and emotionally distant ‘“drive-chairmen.” 
Functioning in a group does not necessarily 
mean being a part of it. 


Recognition and Management 
of Early Symptoms 


There are several symptoms on which the 
physician in private practice may rely as 
signals of an impending depression. These 
premonitory symptoms are in part an exag- 
geration of unhealthful traits which have 
been present for some time, although some 
signs will not appear until the patient’s de- 
fenses crumble. The ones which we think 
are worth remembering because of their 
practical value are briefly discussed. 

1. Increasing insomnia. This is put at the 
top of the list because it sometimes leads to 
suicide. If it does not promptly respond to 
office treatment, it should not be dismissed 
lightly. 

2. Increasing irritability and restlessness. 
When this symptom develops to the point 
of causing either the patient or his family 
concern, he is sick enough to be hospitalized. 

3. Increasing concern with bodily fune- 
tion. Hypechondriac preoccupations are com- 
mon in these depressions. When they become 
intensified to the point of totally constrict- 
ing the patient’s horizon, they may well be 
called malignant. Such a degree of hypochon- 
driasis is frequently incurable and results 
in the personality which, as interns, we once 
called the “crock.” It is usually impossible to 
help an extreme hypochondriac acquire in- 
sight into his conversions and see that his 
own lifelong rigidity and emotional self- 
isolation have produced the monsters of hy- 
pochondriasis. In fact, any effort to direct 
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his thinking would probably precipitate an 
emotional storm. This type of patient is at 
least able to go on if his hypochondriasis is 
allowed to assume the dignity of a physical 
ailment. 

4. Growing feeling of fatigue. As the pa- 
tient’s energies are constricted more and 
more, the warring of inner tension depletes 
him of energy normally freed for contact 
with the outside world. Doing less and less, 
the patient complains of being more and 
more tired. 

5. Increasing worry over loss of sexual 
potency. Waning of the sex life is probably 
the commonest physiologic change by which 
most individuals would characterize the in- 
volutional period. However, the emotionally 
healthy person shrugs this off philosophi- 
cally. Preoccupation with or worry over de- 
crease in sexual potency should alert the phy- 
sician to the presence of an underlying emo- 
tional disturbance and cause him to take 
time for a psychiatric evaluation of the pa- 
tient. This takes much more time than does 
a hormone injection, but it is also more 
rewarding. 

6. Abrupt narrowing of social outlet. 
Sudden indrawing of the patient is an om- 
inous sign and should direct one to investi- 
gate the personality for corroborative symp- 
toms. 

7. Growing loss of the ability to concen- 
trate is also definite indication for prompt 
treatment. 

8. Talk of suicide. Threats of suicide, how- 
ever much in the nature of attention-getting 
they may be, constitute grounds for immed- 
iate commitment. Many a person has lost 
his life by a suicidal gesture that accident- 
ally succeeded. 

Yarly recognition of these symptoms may 
enable the physician to save the patient from 
a complete break. Early superficial psycho- 
therapy, in its best application, is essentially 
mental hygiene. These patients must be 
helped to find compensations for family 
losses. They must be encouraged to become 
genuinely interested in hobbies, clubs, civic 
duties. They must be taught the kind of 
resignation which is a positive acceptance 
rather than a mere giving in. They must be 
assisted in making contacts with others in 
similar situations. Sympathetic listening fol- 
lowed by patient, skillful counseling de- 
signed to help them utilize all the positive ele- 
ments in their personality and environment 
can restore many of these involutional in- 
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dividuals to at least a marginal adjustment. 
Psychoanalysis or deep psychotherapy is not 
recommended, except in carefully selected 
cases, Such a selection should be left, how- 
ever, to the experienced psychiatrist. 

From the public health angle, there is 
much that can be done. Geriatric clubs have 
been set up in some communities, and have 
proven fruitful. Housing developments for 
retired couples have met the need of many 
older people for “a place under the sun” af- 
ter their children have married and left 
home. Furthermore, the concentration of old 
people in clubs and housing developments al- 
lows the medical profession to make a more 
productive contribution to geriatrics. Lec- 
tures and movies on the biologic, emotional 
and social aspects of aging would assist 
many marginally adjusted people to a freer 
and more comfortable acceptance of their de- 
clining physiology. We should be motivated 
in much of our planning by the fact that an 
old dog can be taught new tricks, It has been 
demonstrated that at the age of 40 the ability 
to learn is about 95 per cent of what it is at 
the age of 20°). Thereafter the decrement 
may be faster, but not because of chronologic 
aging. As an example of the value of new 
skills acquired late in life, we cite the case of 
a 62 year old woman who was doing poorly 
until a feeling of purpose was restored by 
learning pottery-making in our occupational 
therapy shop. She set up a home workshop 
for the purpose of taking the boys and girls 
off the streets and giving them a safe and 
socially supervised place to spend their idle 
hours. There are many such examples, and 
there can be many more if we remember 
that the period of retirement is an accident 
of our culture rather than an inevitable 
phase of decline. 


Hazard of suicide 

The greatest hazard confronting the pri- 
vate practitioner who endeavors to care for 
a depressed person at home is the ever pres- 
ent threat of suicide. Perhaps the most re- 
liable premonitory sign is the history of a 
previous attempt or evidence of suicidal pre- 
occupations. Insomnia is another frequent 
precursor, but requires judgment for evalu- 
ation. One-third of 4,688 suicides reported 
by Minogue'*’ were surprisingly among alco- 
holics, many of whom were suffering from 
delirium tremens at the time of the fatal act. 
Suicides were commonest in persons suffer- 
ing from acute melancholia, but practically 
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all emotional disorders were represented in 
this series. There was clear-cut evidence that 
the danger of suicide was greater in individ- 
uals living alone, and that the risk increased 
with age. 

As with involutional depressive persons in 
general, the presuicidal personality is often 
“rigid.” Apparently this inflexibility is pro- 
jected into external situations, resulting 
in what Fairbanks’ identifies as the com- 
monest motive — namely, “disappointment 
over some situation which seems unmodifi- 
able to the rigid individual.’’ This situation 
may, of course, be either real or delusional. 

In summary, one should warn the family 
of a suicidal risk in the presence of any or a 
combination of the following symptoms :(1) 
a previous suicidal attempt; (2) talk of sui- 
cide; (3) severe insomnia; (4) delirium 
tremens or depressive trends in an alcoholic; 
(5) a life situation which seems to the pa- 
tient to be hopeless regardless of its unre- 
ality, and especially in an elderly person who 
is alone for long periods. 


Electroshock Therapy 


Institutional, and to a lesser extent outpa- 
tient treatment, of the depressions of later 
life centers in the miracle of electroshock. By 
such treatment, a person utterly inaccessible 
and bent on self-destruction may in a period 
of days be rendered calm, relaxed, and in- 
terested in every day life. This results, at 
least in part, from the shattering effect of 
electroshock upon the recent, hence the most 
pathologic, associative patterns of the cere- 
bral cortex, thus permitting the feelings of 
awareness and orientation to resume control. 
Electroshock may also act as a powerful re- 
leasing agent, discharging in a harmless way 
the accumulation of sickly emotional energies 
which might otherwise be expressed harm- 
fully. The physical effect on the pituitary- 
adrenal axis is hardly of prime importance, 
although it may be involved somewhat in the 
renewal of energy which some of these pa- 
tients experience. However, this recovery of 
energy can be entirely explained on the basis 
of breaking up the psychic retardation which 
has resulted from domination by and pre- 
occupation with unresolved inner conflict. 

In the days of its inception, EST was with- 
held from many patients because of the mul- 
tiplicity of contraindications. Now only three 
absolute contraindications are recognized: 
brain tumor, intracranial or aortic aneu- 
rysm, and fresh coronary thrombosis. In 
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instances of acute need‘®’ EST has been ad- 
ministered successfully in cases of acute con- 
gestive heart failure, severe hypertension, 
recent coronary thrombosis, and in at least 
one case of fresh thrombosis; in recent in- 
tracranial vascular accidents; in organic 
brain damage; in fresh fracture of both 
spine and long bones; in a patient with a 
thoracic aneurysm, and in patients with ac- 
tive tuberculosis. We have used EST success- 
fully in most of these conditions.* 

Age has little bearing on the selection of 
cases for EST. The oldest patient on record 
was a 98 year old woman treated by Dr. 
Walter Freeman of Washington, D. C. The 
oldest patient treated by this method at Pine- 
bluff Sanitarium was an 84 year old woman 
who was suffering from arteriosclerotic 
heart disease and such severe kyphosis that 
she was placed in a bivalve cast during treat- 
ments. She tolerated her 10 convulsive seiz- 
ures with no ill effect and with the expected 
degree of improvement. 

Family physicians may find the following 
data of value in counseling the anxious rela- 
atives of patients who need electroshock 
treatment. 

The average current needed to induce a 
convulsion is 300 to 900 milliamperes per 
1/10 to 3/10 seconds'®?. 

The amount of the current reaching brain 
is 1/200 that delivered at the temples in the 
spider monkey'*'. The amount must be less 
in man. 

EST per se causes no significant loss of 
memory'*’. 

There is almost always some memory de- 
fect for a portion of or even nearly all the 
acute illness. This is believed by some work- 
ers to involve a repressive mechanism asso- 
ciated with the maintenance of recovery in 
these patients’. It is undoubtedly true that 
a motivational control rather than a simple 
loss of retention seems to effect these am- 
nesic gaps. We base this feeling on the bi- 
zarre and wholly illogical amnesic patterns 
which are met with, and with the fact that 
during post-treatment psychotherapy these 
gaps in memory may be associated directly 
with the patient’s previously needed repres- 
sions. 

Electroencephalographic changes: Slow 
wave changes appear generally after the 
third to fourth treatment and begin to sub- 


*This phase of the subject will be discussed in another paper. 
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side a couple of days after the last treat- 
ment (8a,10). 

There are no changes in the spinal fluid 
after EST”, 

Biochemical and hematologic studies of 
blood after EST reveal few predictable 
changes are of the reversible type'*!?’. 

Biochemical and Hematologic Studies of 
Blood after EST reveal few predictable 
trends, but in general an improvement in 
over-all adaptation effect''®). 

Is death due to EST possible? 

No deaths have occurred at Pinebluff Sani- 
tarium in over a decade of treatments. Unit- 
ed States Public Health Service study pub- 
lished in 1940, reported a mortality rate of 
0.5 per 1000 patients’. APout 30 deaths 
have been reported in the United States in 
12 years. 


Complications 


The complications resulting from electro- 
shock are in the main insignificant when 
compared with the illness being treated. As 
many as 248 convulsive treatments, includ- 
ing 152 electroshock treatments‘*”’, have 
been given to patients without producing in- 
tellectual or physical impairment. Frac- 
tures, dislocations, aggravation of cardiac 
pathology, pulmonary abscess, and — with 
curare—atelectasis have occurred, however, 
and will continue to occur. Some degree of 
cardiac arrest probably takes place in many 
patients, but has led to embarrassment only 
occasionally, and to death exceedingly rarely. 
There is evidence that this extreme vagotonic 
response is sometimes predictable by testing 
beforehand the reaction to carotid sinus 
pressure, and that it may be abolished pro- 
phylactically by large doses of atropine). 

Fractures are probably of less concern 
in the elderly than in the younger patients, 
because of the lessened muscle force. Before 
curare, clinically recognizable fractures and 
dislocations occurred in from approximately 
1 to 10 per cent of all patients''®) at some 
time during a course of electroshock. With 
curare, the incidence of fractures and dislo- 
cations is undoubtedly lessened manyfold, al- 
though adequate statistics are not yet avail- 
able. One worker!) reported 232 cases with- 
out fracture or dislocation. This report in- 
cluded patients who, prior to treatment, had 
had fracture of the surgical neck of the fe- 
mur, compression fractures of ribs and ver- 
tebrae, osteoporosis, cervical osteo-arthritis, 
and so forth. 
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Table 1 
Age and Sex Distribution 


Age 
54-59 
60-64 
65-69 
70-74 
75-79 
80 Plus 


TOTALS 22 


We have treated only one patient with an 
unhealed fracture. This 70 year old woman 
tolerated five shock treatments with no ap- 
parent impediment to the healing of her re- 
cent fractures of tibia and fibula. One of our 
patients had been treated four years ago 
elsewhere* one week after crush fracture 
with displacement of two lumbar vertebra, 
receiving 13 treatments with no ill effects. 
Following a relapse she recently underwent 
another course of 12 treatments with no ill 
effect. 

Survey of Cases 

The following survey includes the last 50 
geriatric patients who received electroshock 
at Pinebluff Sanitarium. Patients 54 years 
or older were chosen for this study. No cri- 
teria other than age was used in the pulling 
of charts. 


Age and sex distribution 


Table 1 shows the age and sex distribution. 
There would undoubtedly have been a great- 
er predominance of women had we included 
all the involutional depressions. It should be 
emphasized, however, that the older classifi- 
cation which limited a woman’s involu- 
tional period to age 42-55 is distinctly the 
error of a somatic orientation. Psychologic- 
ally, a woman may experience involution be- 
fore, during, or after the physical meno- 
pause. She usually does to some extent dur- 
ing the menopausal period, but the psycho- 
logic overload may come years later. We 
make the diagnosis as follows: involutional 
depression—menopausal or postmenopausal. 
The psychologic emphasis is often somewhat 
different in the two subtypes, but the basic 
mechanisms are similar. 


Diagnosis 

Table 2 lists the diagnoses. Notice that 
the nosologic terms, “involutional melanchol- 
and “reactive depressions,” are avoided. 
Both these groups are classified under the 
heading “Depressions, involutional type.” 
For purposes of treatment, we seek to de- 


*By Dr. J. F. Owen of Raleigh. 
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Table 2 
Diagnoses 
M 


ale Female Total 


te 


Schizophrenia . 
Involutional depressio 
Manic-depressive, manic ..... 
Manic-depressive, depressed 
Paranoid condition - : 
Anxiety state ..... 
Hypochondriasis . 

Hysteria 

Senile psychosis .. 
Unclassified .............. 


*One 84 year old woman afflicted with cerebral 
arteriosclerosis. 

+One 70 year old woman with an incurable under- 
lying psychoneurosis with paranoid and hypochon- 
driacal trends. 


termine when an involutiona! depression 
may have an exogenous cause. If an associ- 
ated external stress can be elicited and its 
removal effected, the prognosis is thereby 
improved. If the precipitating factor is an 
acute loss such as death of a spouse or child, 
or a business failure, compensations for and 
resignation to the loss are encouraged. But 
such external factors are not the heart of 
the sickness. Grief in normal measure is a 
healthy reaction. Psychotic depression is a 
reaction away from reality and results more 
from the personality of the individual than 
from the external factor of his loss. 

The tabulated diagnoses serve to illustrate 
one important fact: Not all depressions in 
later life are properly termed involutional. 
Many first depressions occurring in the in- 
volutional period are instances of the de- 
pressive phase of manic-depressive psycho- 
sis. A knowledge of the patient’s previous 
personality and the hypomanic behavior fre- 
quently exhibited as treatment succeeds 
establishes such a diagnosis. Some schizoid 
types have their first break during the in- 
volutional period and the depressive coloring 
often masks the true nature of the affliction 
until adequate observation and treatment 
unmask the basic schizophrenia. 


Results of treatment 

Table 3 summarizes the discharge status. 
This shows that electroshock therapy was 
associated with significant degrees of re- 
covery in 76 per cent of the cases — or ap- 
proximately 80 per cent if we eliminate the 
cases with organic deterioration in which 
significant improvement was not hoped for. 
In these 2 cases treatment was designed to 
make the patients more manageable, which 
it served to do. 
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Table 3 
Discharge Status 

No. Cases 
Apparently recovered | 
Markedly improved 43 
Moderately improved 10 | 
Slightly improved 4 | 
Unimproved ....... 3 | 


Comment 

This table, coupled with table 4, permits 
us to draw some pertinent conclusions as to 
the value of EST in involutional depressions. 
We see here that, excluding the patient who 
remained for nursing care because of her 
fracture and the 84 year old patient suffer- 
ing from a superimposed organic psychosis, 
the average duration of hospitalization was 
5.8 weeks.This is in marked contrast to the 
length of hospitalization required by similar 
patients prior to electroshock therapy. In 
one series of 67 involutional depressions re- 
ported in 1922''*, the patients who re- 
covered had been hospitalized for an aver- 
age of 2014 months. In another such 
group"), of 93 patients who received hy- 
dro-, occupational- and psycho- therapy dur- 
ing the thirties, 46 per cent recovered after 
a median duration of 31 months, 18 per cent 
were still ill 10 years later, 13 per cent com- 
mitted suicide, and 23 per cent died. In 
a report made during the preshock era on 
patients 41 to 74 years old: 34 per cent re- 
covered, 22 per cent made a social remission, 
30 per cent were unimproved, 2 per cent 
committed suicide, and 6 per cent died. There 
were no final data on 6 per cent‘*°), 

In 1941, Palmer published his authorita- 
tive paper on involutional melancholia‘). 
He surveyed a 25 year period of observation 
of these depressions. This period of time in- 
cluded the Metrazol, narcosis, and hormonal 
treatment eras. The general recovery rate 
was 30 per cent. In the Metrazol shock group, 
recovery occurred in 52 per cent of the cases 
and in the group treated with testosterone 
it was 50 per cent. Other agents, including 
estrogen, approached the zero cure rate. 

Without treatment, as these early reports 
indicate, most of these depressions eventuate 
in prolonged or permanent hospitalization, 
suicide, or death due to poor nutrition, low- 
ered resistance, self-neglect, and the like. 
With prompt electroshock treatment, the pa- 
tient may be back home alert and well in a 
matter of weeks. That is why we advise the 
patient’s family: Whatever the risk of treat- 


PSYCHOSES IN LATER LIFE— 


LANGNER AND KEMP 169 


Table 4 
Duration of Hospitalization 
Weeks No. Patients 
Up to 2 1 
2 to 4 6 
4 to 6 18 
6 to 8 9 
8 to 10 8 
10 to 14 5 


Still in hospital 1 


*One patient with cerebral arteriosclerosis was 
hospitalized for six months. One patient with com- 
pound fracture of tibia and fibula was hospitalized 
seven and a half months. 


ment, it is less than the threat of the illness 
it is used to treat. 

Follow-up data on this group of patients 
is favorable. Inquiries mailed to patients and 
to their referring physicians resulted in data 
from 23 patients who had been at home for 
from 6 to 36 months after discharge. Less 
than 6 months follow-up results are included 
on the chart, but we will dismiss these pa- 
tients as having had inadequate time for 
proper evaluation. 

The most significant fact revealed is that 
of these 23 patients with functional disor- 
ders, only 2 had lost some of their improve- 
ment and only 3 had suffered relapse from 
6 to 36 months after discharge. The other 80 
per cent of the patients either remained well 
or improved further during the follow-up 
interval. 

Summary 

1. Criteria for a diagnosis of depression 
of the involutional type are discussed. 

2. Premonitory signs by which an impend- 
ing involutional depression may be recog- 
nized are presented. 

3. The threat of suicide in these patients 
is discussed. 


4. Some facts regarding the mechanism of 
electroshock are elaborated. 


5. The treatment of fifty geriatric psy- 
chotics with electroshock is summarized. 
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Psychosomatic disorders: In my experience, no 
deep probing and detailed analysis of a patient’s 
mental life with its individual reactions is neces- 
sary in many psychosomatic situations. No doubt 
the patient’s make-up based on natural tempera- 
ment, modified by experiences often long forgotten, 
explain his reactions to recent happenings which 
would leave a well-balanced individual unaffected. 
But very often the recent event which sparked off 
the symptoms is completely within his conscious- 
ness or protected only by a semi-awareness which 
needs but skilful handling to uncover. Thus, realiz- 
ing the real origin and significance of his symp- 
toms, the patient sees the futility of battling them 
directly.-Hunter, C.: Remarks on Chronic Ailments 
+4, Retired Internist, Canad, M.A.J. 69:25 (July) 
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PROPOSALS FOR THE CARE OF 
AGED PATIENTS WITH MENTAL 
DETERIORATION IN 
NORTH CAROLINA 


ALFRED MORDECAI, M.D. 
WINSTON-SALEM 


A complete survey of elderly persons who 
are mentally unsound because of senility has 
never been made in North Carolina and such 
statistics as have been compiled are widely 
scattered. Nevertheless, the overall situation 
is reasonably clear. 

Although our state hospitals were not de- 
signed for the reception of large numbers of 
old people, it is a fact that these institutions 
are filled to overflowing with mentally dis- 
ordered persons of the old age group. A 
mere glance at the record reveals that the 
annual admission of elderly patients (65 
years or older) has been steadily increas- 
ing”). The percentage of elders with regard 
to the total annual admissions more than 
triples the figure of 25 years ago. 


Causes for Increased Admissions of the 
Aged to State Hospitals 


While the old age group now constitutes 
a greater proportion of our general popula- 
tion than ever before, the increased admis- 
sions of elderly patients to our state psy- 
chiatric institutions is believed to be due not 
so much to an actual increase of senile psy- 
choses as to other factors, including bad 
practices and abuses. 

The modern trend to small houses and 
apartments, particularly in the industrial 
areas and congested centers of population, 
makes it more and more difficult to shel- 
ter and care for aged dependent relatives. 
Indeed, in the face of certain mental and 
personality changes, it may be decidedly im- 
practical to do so. Especially is this true 
when the younger adults work away from 
home and a low income precludes the possi- 
bility of hired attendants. 

Moreover, there appears to be a tendency 
on the part of many to shirk their responsi- 
bilities toward their aged relatives. It is too 
easy to shift this responsibility to the state. 
The law compels one to assume the responsi- 
bility of minor children. There is no law 
which requires one to assume the responsibil- 
ity of a dependent parent or grandparent. 

We know further that it has become a gen- 
eral custom to hospitalize greater numbers of 
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the sick and ailing for all causes. No doubt 
our state hospitals have received their share 
of this increase. In addition to these purely 
social and economic factors, however, there 
are other reasons for the present overloaded 
condition of our state hospitals. These reas- 
ons involve a consideration of our present 
facilities, policies, and practices, as well as 
certain abuses. 

Our facilities for the care of indigent el- 
derly persons at the community level are un- 
questionably poor and inadequate. Moreover, 
the situation is becoming steadily more dis- 
stressing as the months and years go by. 

The Health and Welfare Division of the 
Social Security Administration, now known 
as the Department of Health, Education, and 
Welfare, has long frowned upon our county 
homes, which are regarded in a general 
sense as poorly managed public institutions, 
lacking in a home-like atmosphere, and little 
better than the old-fashioned poor houses, 
long since condemned. Under the present 
laws'*) old age assistance, as well as aid to 
the permanently and totally disabled, is not 
available for the inmates of a county home 
or any other public institution. Certain pri- 
vately operated boarding and nursing homes, 
however, are approved, and funds up to 
$55.00 per month are provided for eligible, 
inmates. Hence our present laws operate to 
discourage any community or county which 
undertakes to maintain a public establish- 
ment for the care of its needy old people, al- 
though it is well known that the favored 
“private institutions” frequently find it im- 
practicable to care for elderly people who 
manifest more or less marked mental and 
personality changes. 

On the other hand, our state hospitals are 
not believed to be proper places for those af- 
flicted with the common mental disorders 
associated with, or due to simple senile de- 
terioration. The uprooting and removal of 
these elderly persons from their familiar sur- 
roundings, friends, and relatives is most dis- 
tressing. They find it exceedingly hard, if not 
impossible, to adjust themselves in the state 
institutions, where the wards are large and 
crowded, where there is little or no pri- 
vacy, where their lives are regimented and 
their outlook hopeless. Experience has taught 
that under such conditions these people are 
not only extremely unhappy, but actually de- 
teriorate faster than if cared for in their 
communities. As a rule they cannot be bene- 
fited by any special psychiatric treatment in 
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the state hospitals, where they only occupy 
beds which could be used to much greater 
advantage for younger patients, who need 
treatment and for whom there is some pros- 
pect of improvement or restoration. 


Classification of Cases 

With respect to senility there appears to 
be much confusion as to just what constitutes 
a proper case for a state hospital, This un- 
certainty probably accounts for the fact 
that many elderly persons with mild or mod- 
erate mental changes have been routed to 
these institutions. Much depends upon the 
local physicians who make the initial ex- 
amination and execute the forms pertaining 
to the disposition of the cases, and to the 
state hospital authorities who must make a 
decision after consideration of the informa- 
tion submitted. 

Although it is difficult to say where one 
category ends and the other begins, we may 
for practical purposes place the mentally dis- 
ordered senile cases into three groups—(1) 
mild, (2) moderate, (3) severe. 


Mild 

Certain mental and personality changes 
are more or less characteristic of senility. 
These may be listed as follows: (1) impair- 
ment of memory; (2) contraction of the field 
of interests; (3) irritability; (4) emotional 
instability; (5) aversion to change and lack 
of adaptability; (6) a tendency to depres- 
sion; (8) dulling of the senses in general. 

Defective memory is quite common. It ap- 
pears early as a rule and remains one of the 
most constant symptoms. It also conforms 
to a more or less definite pattern. The mind 
appears to be less receptive and less reten- 
tive in these cases, quickly forgetting the 
events of the day while retaining those of 
long ago. These memories of yesteryear con- 
stantly arise in both thought and conversa- 
tion, causing the old person to be accused of 
“living in the past.” There is a marked ten- 
dency to lose interest in current affairs—to 
narrow down to a few matters only. 

Failing strength and fatigue are natura! 
concomitants of old age, and often lead to 
ill-behavior. Like children, old people may 
not be conscious of fatigue, but when tired 
they become irritable. They are also much 
given to wakefulness at night, and hence to 
dozing or short naps during the day. Often 
they talk, chuckle, and laugh about nothing. 
They are disposed to mild emotional reac- 
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tions and may easily yield to self-pity, or in- 
jured feelings. Many are inclined to “pouting 
spells,” glumness, and mild degrees of de- 
pression, They may exhibit a strong dislike 
of change, and find it harder to adapt them- 
selves to new situations, There may be slow- 
ing of the thought processes corresponding 
to impairment of vision and partial deafness. 
If these symptoms are mild and slow in 
development, as they usually are, the elderly 
persons so afflicted create no great prob- 
lem. They are usually amiable and inoffen- 
sive, and may be capable of carrying on use- 
fully in some capacity. They fit well into the 
family group and into the circle of Golden 
Agers. As a rule they make satisfactory ad- 
justments in boarding homes or other estab- 
lishments for the domiciliary care of the 
aged. They can, therefore, be readily cared 
for at home, or in boarding homes at the lo- 
cal level, where they may see the home town 
paper, old friends and familiar scenes. They 
are not proper cases for a state hospital. 


Moderate 

In the senile person, however, these mental 
and personality changes are often more pro- 
nounced. He may be careless in his personal 
habits and appearance, and disregard con- 
ventional manners. He may exhibit childish 
reactions and behavior, such as stubbornness 
and a tendency to give way to tantrums if 
thwarted. The senile person may be easily 
frustrated or angered; sometimes he is vin- 
dictive or quarrelsome. In many cases he 
shows a tendency to hoard small articles, 
which he frequently loses. 


The impairment of memory may be quite 
marked. There may be transient periods of 
amnesia associated with moderate confusion. 
Orientation as to time, place, and identity 
may be lacking. The individual may tend to 
wander off, get lost, or become involved in 
dangerous traffic. Both ideas and judgment 
may be warped, as in the case of the old man 
who built a fire in his shoe one cold morning 
instead of the stove; or like another who 
daily went to the barn to water his mule, 
although the animal had been dead for al- 
most 15 years. Other absurd actions, such 
as dressing inappropriately for the season, 
changing clothes many times a day, and fab- 
ricating stories and falsehoods are common. 

Mental retardation and depression may be 
pronounced, Quite often the latter change is 
the result of the prolonged use of bromides, 
barbiturates, or other sedatives taken for 
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insomnia and nervousness. Endogenous tox- 
ins may be a contributory factor in some 
cases, 

Aged persons who manifest these symp- 
toms are difficult to care for. They require 
more or less constant supervision and attend- 
ance. Obviously it is not always practicable 
to keep them at their homes, nor can they be 
readily cared for in boarding or nursing 
homes. Yet, they are not truly psychotic, or 
so unmanageable as to warrant commitment 
to a state hospital. 

Presumably, the state institutions have ac- 
cepted many of these patients chiefly because 
of political pressure, a critical press, and the 
public aversion to holding them in local 
jails. Many counties have persistently relied 
upon the jail and state facilities rather than 
make other provisions for them. 

Whatever the truth may be, a recent sur- 
vey showed that our state hospitals were 
carrying a large number of patients of this 
type, including many who showed merely the 
common garden variety of mental changes 
due to senile deterioration, such as varying 
degrees of memory impairment and mild con- 
fusion. The survey further revealed that ap- 
proximately 400 of these elderly patients 
presumably could be released as parolees to 
the care of relatives or county welfare 
agents. 


Severe 


Of course, elderly persons may become def- 
initely psychotic and unmanageable. There 
may be a complete loss of insight, memory, 
reason, and judgment. There may be persis- 
tent false ideas and delusions. There may be 
frequent recurrences of either auditory or 
visual hallucinations. There may be fixed 
ideas of persecution, with dangerous notions 
of revenge, or retaliation. There may be se- 
vere depression with suicidal intentions. 
There may be wild psychomotor excitation, 
flight of ideas, and maniacal behavior. 

There can be no question as to the disposi- 
tion of these cases. They are definitely psy- 
chiatric problems and should be accepted for 
treatment at the state level. 


Court Procedures for the Commitment 
of the Mentally Ill 


A relative, a neighbor, or almost anyone 
may institute proceedings to have a person 
committed to an institution for the mentally 
ill. The petitioner appears before the clerk 
of the Superior Court and swears that he has 
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known the individual for a definite period of 
time and judges him to be a proper subject 
for admission to a psychiatric institution. It 
often happens that the petitioner claims that 
the subject is dangerous and unfit to be at 
liberty. Consequently, the sheriff or police 
department is brought into action. Many el- 
derly persons manifesting mild or moderate 
mental changes due to senile deterioration 
are thus unnecessarily subjected to the up- 
setting experience of being jailed. Unless the 
patient shows marked senile excitement and 
is actually unmanageable, or dangerous, he 
is certainly entitled to an examination by a 
practicing physician before the police inter- 
vene. 

Many elderly persons have been committed 
to state instituticns after more or less per- 
functory examinations and “sanity hear- 
ings,” without knowing that such proceed- 
ings were taking place or that they were en- 
titled to appear with counsel at the time of 
a hearing. Such methods, of course, are in 
violation of one’s constitutional rights, it be- 
ing illegal to deprive a citizen of freedom 
without “due process of law.’”’ Upon the rec- 
ommendation of the Association of Clerks of 
the Superior Courts of North Carolina, our 
state law was revamped and clarified by the 
1953 General Assembly, making it manda- 
tory to serve formal notice to individuals 
when proceedings have been instituted to 
have them committed to a state hospital. 
When such a person is mentally incompetent 
and utterly bewildered, this is like serving 
court orders on an infant in the cradle; but 
it may nevertheless result in safeguarding 
the rights of some. 

It frequently happens as a matter of rou- 
tine that when proceedings are initiated for 
the admission of an alleged mentally disor- 
dered person to a state hospital, some assis- 
tant in the clerk’s office queries the peti- 
tioner and actually fills out the questionnaire 
provided for such cases. This form must be 
signed however, by two physicians licensed 
to practice in North Carolina. The signatures 
of these physicians imply that they concur 
in the statements and that they have con- 
firmed the allegations. Moreover, each phy- 
sician is required to sign an affidavit stating 
that he has carefully examined the patient 
within the past two days and that he con- 
siders him to be mentally disordered and a fit 
subject for admission to a state hospital. 
More often than not the patient is in a county 
jail where circumstances and facilities are 
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not conducive to a careful examination. 
Therefore, the opinion may be given after a 
brief interview and perhaps palpation of the 
radial artery through the iron bars of a cell. 
Finding that the patient is poorly oriented 
and that he shows memory impairment and 
some confusion usually satisfies the medical 
examiners; hence they proceed to take oath 
and sign the papers. Quite often they do not 
fully realize that they are excuting a legal 
document and a sworn statement to the effect 
that they have carefully examined the sub- 
ject. 

The grave implications of this situation 
are too obvious for further discussion here. 
General practitioners, health officers, and 
county physicians who are frequently called 
for such examinations should be particularly 
concerned, They should not repose too com- 
fortably in the belief that they have simply 
expressed an opinion, or have merely routed 
the patient to a state hospital for a period of 
30 days for further observation and the de- 
cision of a qualified psychiatrist, who may or 
may not bring about formal commitment to 
the institution. 

It not infrequently happens that efforts 
are made to pass on to the state hospitals 
the care of patients who should be retained 
and treated in a general hospital. An example 
is the case of a 54 year old white woman, 
the dependent of an impecunious married 
niece with two or three small children, For 
some while this patient had been under a 
physician’s care because of severe arterial 
hypertension. She finally suffered a cerebral 
hemorrhage which resulted in complete loss 
of consciousness. She was admitted to a gen- 
eral hospital in her community. She regained 
consciousness, but there was partial paraly- 
sis of one side. Convalescence was slow and 
tedious. The niece could not care for her at 
home, nor was she able to pay for continued 
treatment in the hospital. As the result of 
her condition the patient became morose and 
subject to periods of depression, fits of weep- 
ing, marked irritability, temper tantrums, 
emotional instability, and transient spells of 
confusion. Proceedings were instituted to 
have her committed to a state hospital. A 
physician signed the papers upon which had 
been recorded the psychologic aspects of the 
case, with no mention of the arterial hyper- 
tension (235 systolic, 135 diastolic), renal 
impairment, cerebral hemorrhage, nor the 
hemiplegia. Since the form did not call for 
the salient facts of the medical history, the 
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chief clinical findings, nor the clinical di- 
agnosis — this important information was 
omitted. Obviously this was a desperately ill 
person in need of continued treatment by an 
internist. It was not a proper case for a 
state hospital. 


Suggested Remedies for the Situation 


We need better facilities, better practices, 
and a better all-round understanding con- 
cerning the care of elderly persons suffering 
from mental and personality changes, who 
become more or less public charges. De- 
cisions of policy and the formulation of defi- 
nite plans based upon a statewide survey are 
in order. One thing is certain: The problem 
involves both the medical profession and the 
statewide system of medical care. 

Much reliance has been placed upon the 
federal security system, but Social Security 
has not, and probably will not solve the whole 
problem. The present policy of awarding old 
age assistance and placing indigent elderly 
persons in approved boarding homes is ap- 
parently good, although the standard of such 
homes should be elevated. The operators are 
in the business for profit, of course, and at 
best they cannot provide suitable construc- 
tion or capable help. It must be admitted, 
however, that the boarding home has a psy- 
chologic advantage. The name implies that 
an inmate is free to move if he so desires, 
though actually he is subject to public wel- 
fare control if he is receiving old age assis- 
tance. 

Many elderly beneficiaries of state and 
federal aid are being cared for by this p'an, 
which is meeting a great need. As suggested 
previously, however, there is a middle group 
of senile patients who cannot be readily cared 
for in private homes or boarding establish- 
ments and yet who are not regarded as prop- 
er cases for our state hospitals. This group, 
roughly estimated to represent about 5 or 6 
per 100,000 of the population in this state, 
could, with careful planning and the proper 
utilization of improved facilities, be cared 
for at the local level. 

Anticipating an increased number of beds, 
some officials have expressed the hope that 
our state hospitals may be able to absorb 
all the senile mental patients that cannot be 
cared for in local private establishments. 
It must be realized, however, that this hoped 
for expansion at the state level is necessary 
to provide for a large number of mentally de- 
ficient persons for whom no provisions have 
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yet been made, not to mention a waiting list 
of some 300 other patients of all ages who 
are in need of psychiatric treatment. 

County homes for the aged appear to be 
on the way out. As a result of inadequate 
support and of our Social Security laws 
which militate against them, 59 counties in 
North Carolina have leased their homes to 
individuals for operation as private estab- 
lishments, or have abolished them altogether. 
In a few instances two or more counties have 
retained what is called a regional or district 
home of the leased, privately operated var- 
iety. The remaining 41 counties continue to 
operate their homes as public establishments, 
but without pay for elderly inmates for 
whom old age assistance would be available 
if the homes were under private manage- 
ment. 

It would seem that any law which penal- 
izes a community or county in this manner 
should be amended, for at least some of these 
homes provide much better care for the in- 
mates than the so-called private establish- 
ments. They have ample grounds. Often they 
are operated in conjunction with demonstra- 
tion farms, which provide fresh vegetables, 
poultry, eggs, and dairy products. The richer 
counties could no doubt expand and im- 
prove these institutions. They could provide 
hedged-in courts, work shops, and recreation 
halls, as well as maintain an infirmary and 
reasonable facilities for the care of senile 
patients who cannot be handled in boarding 
homes, but who do not require admission to 
a state institution. 


Summary 

Some of the problems involved in the dis- 
position, care, and management of elderly 
persons with mental disorders associated 
with senile deterioration are discussed, with 
particular emphasis upon our present lack 
of sound workable plans. 

The mental and personality changes so fre- 
quently associated with cerebral arterioscler- 
osis and senility have been reviewed and a 
method of classification suggested with a 
view to determining which cases should be 
retained at the local levels and which routed 
to state hospitals. In my opinion, mild to 
moderate cases should be cared for locally; 
and the severe cases (patients who are truly 
psychotic and dangerous to themselves or 
others) should be routed to the state institu- 
tions. 

A plea is made for improved local facili- 
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ties and for over-all studies leading to the 
formulation of better plans for statewide 
care, and for the correction of poor practices 
and abuses. 
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THE PHYSIOLOGY OF ARTERIO- 
SCLEROSIS AND SENILITY 


W. P. WILSON, M.D.* 
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and 
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COLUMBUS, OHIO 


The problem of arteriosclerosis and se- 
nility is large and perplexing. The increase in 
life expectancy during the last two decades, 
together with the advance of preventive med- 
icine and the discovery of antibiotics, has 
brought more people into the period of life 
when parenchymatous cerebral degenerative 
and cerebral vascular diseases are likely to 
become manifest. Our changing social and 
economic structure has also focused atten- 
tion on this problem, 


The diagnostic picture of these diseases is, 
frequently, quite similar. At times the pic- 
ture of organic cerebral disease is seen in 
older patients with functional mental dis- 
orders. Physical examination of the patient, 
standard laboratory procedures, and on some 
occasions psychiatric evaluation are not suf- 
ficient to diagnose the patient’s condition 
correctly. 

Research directed toward the etiology and 
pathogenesis of vascular disease has to date 
yielded little information. Similarly, we 
know little about the process of aging which 
is presumably responsible for the changes 
observed in patients with parenchymatous 
cerebral degenerative disease, 

The nitrous oxide method of measuring 
cerebral blood flow, and oxygen and glucose 
metabolism has been used to study arterio- 
sclerotic and senile diseases. This method, 
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introduced by Kety and Schmidt in 1945", 
measures cerebral blood flow (CBF) in cubic 
centimeters of blood per 100 Gm. of brain 
per minute. Oxygen metabolism (CMRO,) 
and glucose metabolism (CMRG1) are meas- 
ured in terms of cubic centimeters of oxygen 
and milligrams of glucose per 100 Gm. of 
brain tissue per minute. One practical disad- 
vantage is that it would be theoretically pos- 
sible to obtain normal values for CBF and 
CMRO, even though a part of the brain has 
been removed. This is true because these val- 
ues are recorded as flow per unit of brain 
rather than as the total blood flow through 
the brain. 

Application of the original technique and 
its modification gave in normal individuals 
two values. Kety reported a normal value of 
54 ec. of oxygen per 100 Gm. of brain per 
minute. Scheinberg and Stead reported a 
normal value of 65 cc. of blood per 100 Gm. 
of brain per minute. This difference has 
remained constant throughout the work of 
the two investigators, and is probably a re- 
sult of the differences in technique. 

Investigation of the normal physiology of 
the cerebral circulation has shown that car- 
bon dioxide and anoxia are cerebral vasodi- 
lators. Hyperventilation and high concentra- 
tions of oxygen are cerebral vasoconstric- 
tors’). Schieve and Wilson’) have shown 
that in the absence of anoxia, changes in 
blood carbon dioxide content are more im- 
portant than changes in blood pH. Neuro- 
genic control of cerebral vessels is thought 
to be negligible, since bilateral stellate gan- 
glion block produces no change in blood flow 
or metabolism in normal young men. 

Schieve and Wilson‘’’ found no significant 
drop in CBF or CMROz in a carefully select- 
ed group of normal people with an average 
age of 64 years as compared with a group of 
normal young men. Fazekas‘*’ on the other 
hand found a significant drop with age; his 
group was less carefully selected and in- 
cluded some patients with arterial hyper- 
tension. 

Investigations of vascular disease in pa- 
tients with an average age of less than 50 
have revealed that in essential hypertension, 
when the mental status is normal, cerebral 
blood flow and oxygen metabolism are nor- 
mal; cerebral vascular resistance (CVR), 
however, is increased'”’. When the patient 
begins to manifest changes in mental status 
(disorientation, confusion, memory defects, 
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and the like), a rather marked drop in CBF 
and CMRO, occurs’. Freyhan’®), studying 
patients in the older age group, with a diag- 
nosis of psychosis associated with cerebral 
arteriosclerosis, found a marked reduction 
in cerebral blood flow and oxygen metabol- 
ism. This finding, however, was repeated 
when a group of patients with a diagnosis of 
senile psychosis was studied. Fazekas and 
others demonstrated a marked drop in CBF 
and CMRO, in three groups of patients with 
cerebral vascular disease. These were pa- 
tients who had had strokes and whose men- 
tal status was normal, patients with changes 
in mental status only, and patients with de- 
pressed consciousness (stupor to coma). The 
findings were not significantly different in 
all three groups. 

It might be concluded, therefore, that the 
effect of aging on cerebral blood flow and 
metabolism is still not clear. Uncomplicated 
essential hypertension produces little change 
in cerebral blood flow and metabolism. When 
mental or neurologic symptoms develop, how- 
ever, decreases in cerebral blood flow and ox- 
ygen consumption are observed. Parenchy- 
matous degenerative disease produces a 
somewhat similar picture to that seen in ad- 
vanced vascular disease, 

Previous observations had shown that the 
CBF was reduced in myxedema" and in 
Pentothal anesthesia''?) when the CMRO, 
was reduced. The knowledge that senile psy- 
choses are the result of parenchymal degen- 
eration, and that classically the vessels would 
not be involved in the degenerative process 
led Schieve and Wilson to attempt to sep- 
arate arteriosclerosis and senility by the use 
of vasodilatation. The most potent vasodi- 
lator known was carbon dioxide. This agent 
was known to have no effect on cerebral 
metabolism. This fact made it possible to 
estimate in a simple manner changes in cere- 
bral blood flow. 

The result of this study showed no signifi- 
cant decrease in CBF and CMROz or in the 
response of CBF to carbon dioxide with 
aging. Patients with strokes showed a sig- 
nificant drop in CBF and CMRO, from nor- 
mal, as did the senile patients. However, a 
comparison of the cerebral vessel reactivity 
in the older normal, senile, and stroke groups 
disclosed no significant difference between 
the older normal and the senile groups. A 
significant difference was found in compar- 
ing the patients who had had strokes with 
the older normal groups, and a difference of 
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border line significance when the reactivity 
of the stroke and senile groups was com- 
pared. 

The effect of anesthesia on vascular reac- 
tivity was studied in a group of normal sub- 
jects. A significant reduction in vascular re- 
activity was demonstrated. When these find- 
ings were compared with those of the stroke 
group, no significant difference in the reac- 
tivity was noted. These observations did not 
clarify the effect of lowered metabolism on 
cerebral blood flow. The conclusion drawn 
from this study was that those patients 
suffering from severe vascular disease could 
be differentiated from the senile group when 
a very low response to carbon dioxide was 
observed ; conversely, the presence of severe 
vascular disease was unlikely in a patient 
presumed to be senile, whose response to 
carbon dioxide was normal. 


Summary 


Even though the psychoses of old age have 
been extensively studied, the contributions 
of the nitrous oxide technique have not ex- 
tended our knowledge greatly. The tendency 
of vascular and parenchymal degenerative 
diseases to occur concomitantly limit the 
usefulness of this technique in studying the 
two diseases. The use of vasodilatiton in an 
attempt to differentiate the two groups has 
succeeded only in the differentiation of the 
purer forms of the two conditions. 
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DIAGNOSIS OF THE PRESENILE 
PSYCHOSES 


MARK A, GRIFFIN, JR., M.D. 
and 
WILLIAM R. GRIFFIN, JR., M.D. 


ASHEVILLE 


Physicians of today look for emotional 
factors as well as histologic changes in the 
brain to explain abnormal mental traits in 
their patients. This search for emotional fac- 
tors is intriguing, interesting, and reward- 
ing, but often it results in lack of interest 
in mental diseases that are diagnosed with 
the aid of a microscope. Alzheimer’s and 
Pick’s diseases, more commonly known as 
the presenile psychoses, are examples of or- 
ganic diseases that are frequently overlooked 
in the diagnosis of mental illness until the 
mental and physical signs are far advanced. 
Because of this oversight, the patient’s fam- 
ily is often put to considerable expense, 
worry, and false hope. 

This paper is a brief review of the early 
and advanced signs of Alzheimer’s and 
Pick’s diseases, and a review of the clinical 
procedures that may be used in diagnosis. 

Clinical Signs 

The mental and general physical signs of 
Alzheimer’s and Pick’s diseases are virtu- 
ally identical; however, some believe that- 
memory defects occur earlier and hallucina- 
tions and delusions are more frequent in Alz- 
heimer’s disease.” These differential signs 
are debatable. A reliable differentiation can 
be made only on the autopsy table. In both 
conditions the onset occurs between 40 and 
60 years of age, and is unrelated to vascular 
changes, The etiology is unknown. The signs 
of both are those of a fast progressing senile 
dementia, usually without the other physical 
accompaniments of senility. In other words, 
the brain begins to die before the remainder 
of the body. 

The course of a hypothetical case might be 
as follows: A man, aged 45 years, who has 
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lived a fairly normal productive life and has 
been eager and alert in his work, who has 
cultivated friends, and enjoyed his family 
begins to look depressed. He begins to be 
late for work, lacks his former drive and ini- 
tiative, becomes irritable and restless, quar- 
rels with his boss, has numerous somatic 
complaints, and cries easily, His case is di- 
agnosed as depression, and he is given a 
series of electroshock treatments. He returns 
to his job and within a month or two the 
same signs return with greater severity. 

Within a year he has lost his job again 
and does not care to return. He begins to 
have difficulty in remembering names, stays 
in his room, becomes careless in his dress, 
sees no friends, and goes into a rage when 
disturbed, Later, he shows such typical signs 
of progressive brain deterioration as slurred 
speech, aphasia, repetition of phrases, stereo- 
typed thinking, pseudo-emotionalism, con- 
fabulation, delusions, and_ haliucinations. 
Much later his movements become stereo- 
typed, he begins to speak in isolated words 
and phrases, and demonstrates a sucking re- 
flex, contractures of the limbs, and pyramid- 
al tract signs. He is confined to bed for sev- 
eral months or years, and death comes with- 
in an average of 4 to 12 years as the result 
of pneumonia and inanition. As can be easily 
seen, the advanced signs, when they occur, 
are unmistakable evidence of an organic 
mental disease, and are easily recognized. 
The onset and early signs, such as depression 
and irritability, however, are not so easily 
recognized. 


Pathologie Changes 

As stated previously, these clinical signs 
are common to both Alzheimer’s and Pick’s 
disease, The macroscopic and microscopic 
cerebral changes in the two conditions, how- 
ever, are quite different. Generalized cere- 
bral atrophy occurs in both. In Pick’s disease, 
however, the degeneration of the brain is 
most marked in the frontal lobes and to a 
less degree in the temporal and_ parietal 
lobes. In some brains afflicted with Pick’s 
disease, the atrophy of the frontal lobe is 
so marked that the brain appears to have 
been stuffed frontwise into a tin can. In 
Alzheimer’s disease, on the other hand, the 
atrophy is more generalized, with shrinkage 
of the entire cortex. 

Microscopically, the brain of Alzheimer’s 
disease resembles that of true senile degen- 
eration. There are colloidal deposits, an ex- 
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cessive amount of glial tissue, and peculiar 
changes in the neurofibrils, which form into 
spirals or globules. Neurons are also de- 
creased in number. In Pick’s disease, the 
white tissue is involved to a much greater 
extent and there is a much greater glial re- 
action than in Alzheimer’s disease. There 
is nerve cell and nerve fiber degeneration, 
but the peculiar so-called Alzheimer spirals 
are not present in any significant degree. 


Aids to diagnosis 

To accomplish the difficult task of detect- 
ing these signs early, it is important to re- 
member the following facts: 

1. One must be aware that such mental 
signs as depression, disinterest, listlessness, 
lack of initiative, restlessness, irritability, 
somatic complaints, and forgetfulness, even 
in persons as young as 40 years of age, can 
be due to presenile brain atrophy. 

2. The neurologic examination may reveal 
hyperreflexia and poor coérdination of the 
limbs fairly early in the disease. 

3. The Rorschach and Wechsler-Bellevue 
tests are reliable, well proven psychologic 
tests which are very helpful in showing 
signs of early organic brain pathology. 

4. The pneumoencephalogram or air study 
is one of the best ways to substantiate the 
diagnosis when either of the diseases is sus- 
pected. A definite diagnosis can be made 
prior to autopsy by visualizing the enlarge- 
ment of ventricles and subarachnoid spaces. 
Unfortunately, however, even by air studies, 
Alzheimer’s and Pick’s diseases cannot be 
differentiated from each other. 

5. The electroencephalogram is a useful 
diagnostic aid and is a less formidable pro- 
cedure than the pneumoencephalogram. It 
may, quite early in the disease, show ab- 
normal slow waves, spikes, and even seizure 
discharges, These abnormal formations may 
be scattered or focal in nature. A negative 
electroencephalogram, however, does not 
rule out the presence of advanced brain 
atrophy. 

The spinal fluid does not show changes 
early in the disease, and even in late stages 
a rise in protein content is rare. 


Conclusion 


Although presenile psychoses are nonpre- 
ventable and noncurable, there are some ad- 
vantages in early diagnosis. Such diagnosis 
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is difficult, but may be of the current avail- 
methods that can be used to aid in a diagno- 
sis and have pointed out how these organic 
illnesses of Alzheimer and Pick may be given 
in the early stages, such labels as depression, 
neurosis and character disorder. 


ERYTHEMA MULTIFORME 
WITH FEVER 


Stevens-Johnson Syndrome 


SAMUEL E. WARSHAUER, M.D. 
WILMINGTON 


In 1922 Stevens and Johnson"') described 
a severe, eruptive, febrile illness character- 
ized by a macular, hemorrhagic rash, persis- 
tent high fever, and inflammation of the 
mouth, conjunctiva, cornea and genitalia, to- 
gether with evidence of pneumonitis. It was 
their impression that they had discovered a 
new disease, but later observers have con- 
sidered the condition to be a severe form of 
erythema multiforme. Many other names 
have been attached to this syndrome. A de- 
scriptive but unwieldy one is ectodermosis 
erosiva pluriorificialis. 

Soll’), in 1947, submitted an extensive re- 
port in which he classified diseases of the 
erythema multiforme group into three types, 
based upon severity. In the first category the 
illness is mild, without constitutional symp- 
toms; the cutaneous lesions are prominent 
and the mucosal lesions are minimal. This 
is the ordinary erythema multiforme exu- 
dativum described by von Hebra in 1866. A 
second group consists of those patients with 
severe systemic symptoms, pronounced mu- 
cosal lesions, often with destructive changes 
in the eye, and sometimes with pneumonia. 
This is the category to which the 2 cases of 
Stevens and Johnson belong. Their patients 
were 7 and 8 year old white boys; one of 
them became permanently blind due to per- 
foration and abscess of the eyeballs. The 
third group comprises those cases of mod- 
erate severity lying between the other two 
groups. Most of the cases reported as the 
Stevens-Johnson syndrome belong to this 
intermediate category. Some British authors 
divide the disorder into two categories: 
erythema multiforme major and erythema 
multiforme minor. This classification is 
probably sufficient for descriptive purposes. 
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Incidence and Etiology 

The disease occurs in both sexes, at all 
ages, and in both white and Negro races. 
It is stated to occur more frequently in chil- 
ren, but there is no proof of this. One of 
my patients was 78 years old, and Fishman”? 
reported a case in a woman 85 years old. 

The etiology of this condition is not 
known, and there are no specific laboratory 
tests available for its identification. It is 
possible, therefore, that we are dealing with 
different clinical entities rather than with 
variations of the same illness. Since intern- 
ists, pediatricians, dermatologists and oph- 
thalmologists frequently see patients with 
this syndrome, it must be designated by 
some name and differentiated from other 
similar diseases. It follows that the physician 
should be familiar with the features of the 
syndrome and aware of current concepts of 
its management. 

Clinical Features 

The onset is usually abrupt, with fever, 
malaise, and sometimes upper respiratory 
symptoms. A few patients have admitted 
having previous erythema-multiforme-like 
lesions of the skin. Coincident with, or 
shortly after the beginning of the fever, an 
eruption of the skin and mucous membranes 
appears. The widespread, cutaneous lesions 
are large, flat blotches, which often become 
vesicular, bullous or hemorrhagic. The le- 
sions of the mucous membranes usually ul- 
cerate, with a resultant purulent discharge 
which is especially noticeable in the lips, 
mouth, and male genitalia. Fortunately, ul- 
ceration is rare in the eye, but when it does 
occur can result in blindness, Usually, there 
is only simple conjunctivitis. Fever lasts an 
average of two weeks, most patients becom- 
ing afebrile within 10 to 25 days. The lesions 
heal during convalescence, but residual in- 
creased pigmentation of the skin often re- 
mains for years. This was true in both the 
cases of Stevens and Johnson and in one of 
mine, which I have observed for over a year. 

Less common complicating features are 
bronchopneumonia and colitis. Finland and 
his associates'*) reported 4 cases of severe, 
widespread pneumonia with extensive mu- 
cocutaneous lesions, 3 of which were fatal. 
The pulmonary disease was indistinguish- 
able from so-called primary atypical pneu- 
monia, and the dermatologic lesions were 
characteristic of erythema multiforme. 
Three of his patients had had contacts with 
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dead birds; in 2 the antibody titers for psit- 
tacosis virus was said to be significant. 
Later, Finland saw 2 patients with similar 
findings who, after recovery, demonstrated 
a high titer for cold agglutinins but no psit- 
tacosis antibodies. The only report of colonic 
involvement is that of Crawford and Lui- 
kart’. Their patient started with diarrhea, 
oral and throat lesions developing four days 
later, and three days after this an eruption 
of the trunk and vulva. Recovery took place 
in three weeks. 


Differential Diagnosis 

Erythema multiforme must be differen- 
tiated from pemphigus, the purpuras, Rei- 
ter’s syndrome, dermatitis medicamentosa, 
and severe measles. Pemphigus is a more 
chronic illness and has 2 characteristic bul- 
lous lesion. The purpuras frequently are as- 
sociated with hematologic abnormalities and 
usually do not produce the picture of severe, 
acute, febrile illness. Reiter’s syndrome is 
characterized by conjunctivitis and urethri- 
tis, but has no eruption of the skin, Derma- 
titis medicamentosa poses the most difficult 
problem. Indeed, it is likely that many cases 
of Stevens-Johnson syndrome are called 
dermatitis medicamentosa, particularly since 
it is frequent practice to prescribe various 
antibiotic and chemical agents for patients 
who have fever, before a definitive diagnosis 
is established. When a rash subsequently 
appears, it is ascribed to the previous medi- 
cation. In many cases this is correct, but it 
is unusual for a drug rash to have all the fea- 
tures of this disease. 

The laboratory findings have no positive 
diagnostic value. A mild granulocytosis is 
the rule. Often there is a trace of albumin in 
the urine. Bacteriologic studies are negative. 


Prognosis and Treatment 


The prognosis is good, despite the desper- 
ately ill appearance of the patient. An oc- 
casional fatality has been reported, but most 
patients recover completely. A few have suf- 
fered permanent ocular damage, but this is 
not usual. 

The treatment is the same as that for any 
moderately long, febrile illness in which par- 
ticular attention must be paid to electrolyte 
and fluid balance and nutrition. Feeding is 
often difficult because of the oral lesions; 
an indwelling nasogastric tube may be neces- 
sary. The antihistaminics have some value 
in the treatment of the often troublesome 
itching. Warm, moist compresses seem to 


A 
‘ 
i 
‘ 
; 
i 


180 


help the conjunctivitis. All the antibiotics 
have been used, but I do not feel that they 
are of benefit, except to prevent the invasion 
of secondary pyogenic organisms. Antibio- 
tics certainly do not modify the course of the 
disease, despite favorable reports of the ef- 
ficacy of Aureomycin. 

I believe that the treatment of choice is 
either cortisone or adrenocorticotropic hor- 
mone (ACTH). One of my patients (case 
2) improved dramatically after cortisone 
was started. (It was not available at the 
time the other case was seen.) Blair and 
Schwartz'®’ reported spectacular improve- 
ment after three 100 mg. injections of cor- 
tisone. Haas and his associates’”) mentioned 
an additional case in a footnote to their ar- 
ticle, and suggest that the patient’s recovery 

as accelerated by the use of ACTH. Agos- 
tas and his associates'*) reported the case of 
a 22 year old Negro woman who was mori- 
bund on the fifteenth day of her illness, but 
48 hours after the institution of ACTH ther- 
apy was almost well. They had a similar ex- 
perience in a second case. Likewise, Vander- 
Meer and his group’ described the dra- 
matic effect of ACTH in a 16 year old white 
boy, and Wommack and others”) reported 
a case in a 23 year old soldier who responded 
by crisis less than 48 hours after hormone 
treatment was begun. On the basis of these 
reports I feel that either ACTH or cortisone 
should be administered as soon as the diag- 
nosis is reasonably established. The course 
of the disease might be shortened and fa- 
talities or serious sequelae may be avoided. 


Report of Cases 
Case 1 


An 18 year old Negro student nurse was ad- 
mitted to the hospital on February 25, 1949. Her 
chief complaint was itching and swelling of the lips, 
which began two days before admission and was 
followed by an eruption of the lips and chest. She 
also complained of persistent nausea with occasional 
vomiting. The temperature was 104 F., pulse 120, 
respiratory rate 26, and blood pressure 120 systolic, 
55 diastolic. The most striking physical finding was 
a rash, which involved the entire body. It was mac- 
ulo-papular over the face and chest, with superficial 
ulceration of the lips and buccal mucosa. There was 
an ulcerated lesion 2.5 ecm. in diameter at the xi- 
phoid area. Extensive eechymoses were seen around 
the scapulas and over the lower part of the back. 
There was a thick conjunctival exudate. A few ooz- 
ing lesions were noticed around the vulva. 

The hemoglobin was 9.5 Gm. Red blood cells 
numbered 3,600,000 per cubic millimeter; white blood 
cells 4,700, with 83 per cent granulocytes and 17 
per cent lymphocytes; platelets 244,000. Bieeding 
and clotting times were normal. Urinalysis was neg- 
ative, specific gravity 1.026. Serologic tests for 


syphilis, blood cultures, and agglutination tests for 
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typhoid and paratyphoid fevers, brucellosis, and 
rickettsial diseases were negative. On March 4, 1949, 
a chest roentgenogram showed no abnormality. 

The patient grew progressively worse for several 
days. On March 3 (the seventh hospital day) the en- 
tire mucocutaneous surface was covered with dis- 
crete papular and vesicular lesions. Fever was con- 
tinuous for 10 days, ranging from 101 to 104 F., 
and did not subside until the fourteenth day. Dur- 
ing the febrile period she was uncomfortable, rest- 
less, and at times delirious. 

A great many disorders were considered as diag- 
nostic possibilities in this case. Chief of these were 
thrombocytopenic purpura, meningococcemia, and 
Rocky Mountain spotted fever. All were excluded 
eventually by the clinical course and negative labo- 
ratory findings. Finally, it was agreed that the pa- 
tient had the febrile purpuric form of erythema 
multiforme (Stevens-Johnson syndrome). 

She was treated with ordinary symptomatic and 
supportive measures. On March 2 (sixth hospital 
day) Aureomycin, 3 Gm. daily in divided doses, was 
started. It was given for four days without remark- 
able improvement. Prior to this she had been given 
penicillin and streptomycin without benefit. Im- 
provement began on the eleventh hospital day, and 
she was discharged without symptoms four weeks 
later, on April 3, 1949. She remained in the hospital 
longer than necessary, as she was a student nurse 
and it was thought best for her to convalesce in the 
hospital instead of in the nurses’ home. 


Case 2 


A 78 year old Negro woman was admitted to the 
hospital on August 9, 1952. Fever and malaise be- 
gan one week before admission. Four days after the 
onset of fever an eruption appeared on the arms, 
and soon became generalized, with mucosal lesions 
of the mouth, tongue, and lips. Her past health had 
been good, and she had never exhibited sensitivity 
to drugs or food. There was no history of any type 
of allergic reaction. 

Upon admission to the hospital the temperature 
was recorded as 102.4 F., pulse 80, respiration 24, 
and blood pressure 170 systolic, 100 diastolic. The 
rash quickly spread over all areas of the skin. It 
was a variable, erythematous eruption, with sub- 
cutaneous edema, urticarial wheals, large papules, 
and vesicles. The oral mucous membrane showed 
many superficial ulcerations; there was a purulent 
conjunctival discharge. 

The hemogloblin was 12 Gm. Red blood cells num- 
bered 4,050,000, white blood ceils 11,600 with a nor- 
mal differential formula. A trace of albumin was 
present in the urine. Agglutination tests for the 
rickettsial diseases and the typhoid group were 
negative, as was the VDRL test for syphilis. 

The patient grew much worse during the next 
six days, and frequently was delirious. The tem- 
perature varied from 100 to 103 F. and on August 
15 reached a high of 104.4. On August 13, four days 
after admission, cortisone acetate was started. The 
initial dose was 100 mg. a day, and was raised after 
two days to 300 mg. daily (in divided doses), as it 
was felt that lack of therapeutic response could be 
attributed to insufficient dose of the hormone. After 
four days the dose was gradually reduced, and a 
few days later the drug was discontinued. The fever 
subsided and there was great symptomatic improve- 
ment after three days on the 300 mg. schedule. The 
patient was discharged from the hospital on August 
26, 1953. 

The patient was seen last in September, 1953. At 
that time there were generalized, scattered areas of 
hyperpigmentation at the sites of her old skin le- 
sions. These areas were quite black, her normal 
skin color being medium brown. The mucosal lesions 
had healed completely. Other observations made at 
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her follow-up visits were an elevated blood pressure 
(230 systolic, 100 diastolic), and evidence of arterio- 
sclerotic heart disease, manifested by the Wenke- 
bach type of auriculoventricular block. 


Summary 
Two cases of erythema multiforme with 
fever (Stevens-Johnson syndrome) are re- 
ported, and the clinical features of this dis- 
ease are discussed. It is believed that the 
most effective treatment is ACTH or cor- 
tisone, 
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New Eruptive 
Am. 


The Role of the Internist. There was time when 
the preeminence of the internist, naturally clearly 
understood by this audience, was recognized and 
accepted by all, There is preserved the picture of 
our lordly predecessor, the physician of medieval 
times, calling upon his titled but obsequious patient, 
followed by his train of humble satellites, the bar. 
ber, the surgeon, the urine tester. It was not for 
his delicate hands to touch the cadaver—the dissec- 
tion was done at his direction by the gelder of hogs. 
He wore the schoolman’s academic robes. He spoke 
the Latin of the universities, and quoted in Greek 
from Aristotle or Hippocrates and no man ventured 
disagreement or dissent. We are come into a less 
enlightened age. And now we must reéxamine and 
perhaps justify our role. It is now not only a defi- 
nition of the boundaries between medicine and sur- 
gery which was so learnedly discussed in 1904 in 
the magnificent monograph of Sir Clifford Allbutt 
(who concluded, by the way, that the use of the 
hypodermic needle was not beneath the dignity of 
the physician even though it involved pricking the 
skin) but defining as well the relationship of the 
internist to the apparently limitless number of sub- 
specialties into whieh medicine has become frag- 
mented, There is indeed reason for inquiry into the 
proper role of the internist in this intricate situa- 
tion. There is need indeed for a clear appreciation, 
on the part of the internist, of the responsibility 
which is quite properly his for restoring and main- 
taining order in the face of threatened confusion. 
—Lee, R. V.: Editorial, Ann. Int. Med. 39:957 (Oct.) 
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NOTES ON THE HISTORY OF THE 
MEDICAL SOCIETY 


DOROTHY LONG* 
CHAPEL HILL 


Although the North Carolina Medical So- 
ciety which was organized in 1799 was al- 
most certainly the earliest to be chartered 
in the state, there remains a possibility that 
it was not the first to exist, since the legis- 
lature of 1790 had considered a bill for a 
similar charter. According to the Journal of 
the North Carolina House of Commons, on 
November 12, 1790, “Mr. Irwin moved for 
leave and presented a bill for incorporating 
the physicians and surgeons of this state by 
the name of the North Carolina Medical So- 
ciety; which was read the first time, passed, 
and sent to the Senate.”'’ Mr. Irwin was ap- 
parently Robert Irwin, then a representative 
from Mecklenburg county, and there are sev- 
eral other references to his bill, which passed 
its second reading in both house and senate. 
At its third reading, on December 6, 1790, 
however, “Mr. Leigh moved it be laid over 
till next assembly.”’'*) 

No further action on this bill seems to 
have been taken by the next assembly, but 
the medical society organized in 1799 re- 
ceived a prompt answer to its request for a 
charter, as it was organized on December 
16, 1799, and was granted a charter by the 
state legislature on December 23. An account 
of the formation of the society was given 
in both the Raleigh Register and the North 
Carolina Minerva on December 24, 1799: 

On Monday the 16th inst. a convention of the 
faculty was held in the city of Raleigh, asso- 
ciated under a constitution and form of govern- 
ment by the name of the “North Carolina Medi- 
cal Society”; and the following gentlemen were 
elected officers for the ensuing year: 

Richard Fenner, President. 

Nathaniel Loomis, John Claiborne, Vice- 

Presidents, 
Sterling Wheaton, James Webb, James John 
Pasteur, Jason Hand, Censors. 

Calvin Jones, Corresponding Secretary. 

William B, Hill, Recording Secretary. 

Cargill Massenburg, Treasurer. 

The following gentlemen were appointed to de- 

liver dissertations on some medical subject at 


the next meeting of the society, viz. J. J. Pas- 
teur, J. Webb, S. Wheaton, and N. Loomis.'*) 


Dr. Fenner, first president of the society 
was, according to Dr. J. W. Long, the son of 
immigrants from L[reland who had come to 

*Reference Librarian, Division of Health Affairs Library, 


University of North Carolina and the North Carolina Memorial 
Hospital, Chapel Hill. 
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New Bern when Richard was a child. He had Thacher also praised Dr. Osborn gener- 
been an officer in the infantry during the ously, saying: 

Revolution, and after the war had graduated With his yororeagy erudition Dr. Osborn 
alei united great literary acquirements, and his 
in medicine and located in Raleigh. In 1825 knowledge of books was varied and extensive. 
he moved to Tennessee’. These acquisitions he often displayed in his 
courses of public instruction. His view of the 
The next meeting of this society was also materia medica as a science was equalled by 
held in Raleigh, and again was recorded in few, and his knowledge of the native produc- 
» Mi. tions of our soil was a subject which he de- 
both the Register and the Minerva. The Mi lighted to investigate ... Dr. Osborn was a 
nerva reported that the meeting began on man of much more science and eminence in his 
ay _ 4 ‘los on profession than either his father or his grand- 
Monday December 1, 1800, and closed were doctors). 
Wednesday. Several new members were ad- sessed a very fine taste for poetry, belles let- 


mitted, and tres, and painting . . .(8) 


An essay on the causes, symptoms, and treat- Dr. Osborn died on one of the Virgin 


ment of Gout and Rheumatism, was presented 
by Dr. J. Webb of Hillsborough, which merited  !Slands in 1819. A brief obituary notice in 


the warm commendation of the onaiate. Dr. the Medical Repository gave it as St. Thom- 
Webb also appeared as a writer on the dysen- aa(9) : . ‘ 
tery (the subject given at the last annual meet- as‘"), where he had retired for his health; 
ing for competition) with conspicuous merit. Thacher stated that he died of a pulmonary 
The thanks of the society were awarded him for —_— disorder on the island of St. Croix, the day 
the zeal and talents displayed in his exertions ; 

for the advancement of the objects of the in- he landed there, March 5, 1819. 

stitution. Annual meetings of the society took place 


Dr. Webb was one of the connecting links at least through 1804, as a brief account of 
between this and the later medical society, the December, 1804, session was given in the 
of which he was also a member. In addition Philadelphia Medical Museum in 18050). 
to the speeches, at the 1800 meeting, Charles jy addition to the yearly meetings, at least 
pone! tiger one additional session was held in Chapel 

ore the board of censors; the society ( 

the state into medical districts urged of July 28, 1008, 
that frequent district meetings be held; priz- 

oF offered for the production of Medical Society of North 
tain medicinal substances; and essayists for Carolina. Dr. John Coats Coxe was elected a 
the next year were appointed. Dr. John C. member, A thesis on the subject of Hoemoptysis 
Osborne succeeded Dr. Fenner as president, WS ead by Mr. George Buchanan, who pre- 


: : j sented himself as a candidate for the Licen- 
and remained president of the society for tiate’s certificate, which was granted to him by 


contained the following item: 


the president and the censors after an exami- 

everal — nation agreeably to the laws of the institution. 
Dr. Osborne was the son of Dr. John Os- The progress of the Society is flattering. It will 


borne of Middletown, Connecticut, and had Probably continue to increase in numbers and 
tudied lici ith his fath H respectability. The interest of Science and the 
studied medicine Wi 8 Tather. Ne came utility of the Healing art will, no doubt, be 


to North Carolina in 1787, practiced in the greatly advanced by this valuable institution. 


state for twenty years, and in 1807 moved It is unfortunate that its growth was so 
to New York City, where he was chosen a5 oon to cease, but even the incomplete rec- 
a professor of the Institutes of Medicine in ords of its short existence show the earlier 
Columbia College, a trustee of the institution, ii ee ty ¢ h: b ciiaailiate 
and a censor of the College of Physicians of ee ee bs 
New York. Thacher added that “Upon the of which the present Medical Society may be 
union of that Faculty with the College of Proud. 


Physicians and Surgeons, he was appointed References 


tea scas 1. North Carolina. State Records of North Carolina, Golds- 
Professor of Obstetrics and the Diseases of Sere, “1886-1907, 1-10, The Colonial Ree- 
Women and Children” '®’. Osborn’s election ords; v. 11-26, The State Records. v. 21, p. 907. 


° 2. Ibid., v. 21, p. 1010. 
to membership in the Medical Society of - Raleigh Register, December 24, 1799. 
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N wo Y ork war reported in an item in the Society. Medical Society of the State of North Carolina. 
Medical Repository: Transactions 64:334. 1917. 
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We announce with great pleasure the unani- 


mous election of Dr. John C, Osborn, a physi- Boston, Richardson and Lord, 1828, p. 415. 
cian of distinguished learning and eminence 7. Medical Repository 11:216, 1808. 

from Newbern in North Carolina, formerly 8. Thacher, p. 415. 

president of the Medical Society of that state, 9. Medical Repository 20:116, 1820. 

and lately settled in this city.(7) 10. Philadelphia Medical Museum, 1:830, 1804-1805. 
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MEDICAL SOCIETY MEMBERSHIP 
FOR NEGRO PHYSICIANS 


On page 191 of this issue will be found a 
resolution from the Guilford County Medi- 
cal Society recommending that the House 
of Delegates of the State Society remove the 
barriers against membership of qualified 
Negro physicians in our state and county 
medical societies. At its April meeting the 
wuilford County Society voted to admit qual- 
ified Negro physicians to its membership. 
Since a number of other counties in North 
Carolina have taken similar action, and 
since there are a number of state societies 
in the South which have opened their doors 
to qualified Negro physicians, it is virtually 
certain that the House of Delegates of our 
State Society will be asked at the Centennial 
Meeting to vote upon a resolution to offer 
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membership to qualified Negro physicians. 
The resolution will probably be debated at 
some length, and it is devoutly to be hoped 
that a satisfactory solution will be found. 

There is little doubt but that the majority 
of our members recognize the justice of al- 
lowing Negro physicians to share in the op- 
portunities of keeping up with medical ad- 
vances that membership in the state and 
county societies affords. It is also likely that 
many, if not a majority, of white physicians 
in the state would be quite willing to have 
Negro physicians share in the social fea- 
tures of the Society. Within the not too dis- 
tant future it is probable that some of our 
hotels will agree to admit Negroes as guests 
and to allow them to participate in the social 
affairs of the Society. At present, however, 
the feasibility of including Negro members 
in the social functions of the Society is de- 
batable, although it is quite probable that 
county societies may be allowed to settle this 
question for themselves. Nevertheless, a good 
many of our members feel that some action 
should be taken which will entitle our colored 
colleagues to share in the scientific sessions 
and possibly in the business sessions of the 
State Society. 

It is possible that a compromise might be 
reached whereby Negroes would be invited 
to attend the scientific and possibly the busi- 
uess sessions of the Society but not, for the 
present, the social functions. In order to 
achieve this end, it will be necessary to cre- 
ate a special type of membership or fellow- 
ship in the Society. A precedent for this has 
already been set by recognizing special types 
of membership. If such a motion is passed, 
it would seem that the county societies should 
have the privilege of extending full member- 
ship to Negro physicians, if they decide to 
do so. 

Certainly the problem is a very real one, 
and the members of our House of Delegates 
should devote some serious thinking to the 
best possible solution. There is no other pro- 
fession whose members have as much in 
common as Medicine, and its chief glory is 
that its followers share their knowledge 
freely with one another. North Carolina is 
considered one of the most progressive of the 
Southern states, and our Society could ob- 
serve its hundredth birthday in no better 
way than by proving that it is mature enough 
to embrace men of all colors and creeds, 
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“NOT AS A STRANGER” 


Since Morton Thompson’s novel about the 
medical profession, “Not as a Stranger,” has 
been leading the best seller list for some 
weeks, it is probable that a good many lay- 
men will be asking questions about it. For 
physicians who have not taken time to read 
this lengthy novel—praised by some critics 
as the greatest novel about the medical pro- 
fession since Sinclair Lewis’s “Arrowsmith” 
—a few comments may be helpful. 

No doctor who is intellectually honest 
would deny that there is an uncomfortable 
amount of truth in some of the charges 
against the medical profession which are 
contained in this novel. The book as a whole, 
however, is decidedly of the “Uncle Tom’s 
Cabin” type of literature, in that extreme 
cases are portrayed as typical. 

The hero of the story, Lucas Marsh, knew 
from early childhood that he was going to 
be a doctor. His medical course is described 
in somewhat tedious detail. He finished his 
hospital training with an excellent record, 
and with high ideals of what medical prac- 
tice should be. In contrast with his idealism, 
nearly all the other doctors portrayed in 
the book are unscrupulous, money-mad, or 
incompetent. 

There is a glaring inconsistency between 
the hero’s medical idealism and and his per- 
sonal standards. When his medical career 
seemed thwarted for lack of funds, he mar- 
ried a Swedish nurse older than he, so that 
she could pay his way through medical 
school and his hospital internship. After 
their marriage he treated her with the ut- 
most contempt, and was completely unfaith- 
ful to her (indeed, sex with him was a close 
rival of his devotion to medicine.) It is hard 
to conceive of a man who is completely de- 
void of any sense of obligation to his own 
wife, yet has such high standards of medi- 
cal ethics that he would not allow her to ac- 
cept a discount from a drugstore on a pur- 
chase she made there. 

The book is apt to leave the non-medical 
reader with several impressions unfavorable 
and unfair to the medical profession. 

1. That the medical profession is so anti- 
Semitic that a Jew is persecuted from his 
student days (if he ever gets to medical 
school at all) to the end of his professional 
life. One need only recall such beloved and 
respected Jewish physicians as David Ries- 
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man, Abraham Jacobi, and many, many 
others to realize the falsity of this charge. 

2. That the leaders of organized medicine 
deliberately seek to make it a closed corpora- 
tion, by keeping down the number of stu- 
dents admitted to medical schools. Mr. 
Thompson fails to appreciate the contribu- 
tion that has been- made to medical edu- 
cation by the closing of second-rate medical 
schools following the publication of the Flex- 
ner report early in this century. 

3. That reputable physicians deliberately 
shield crooks and immoral practitioners. Ap- 
parently Mr. Thompson has never heard of 
Section 4, Chapter 3 of “The Principles of 
Medical Ethics of the American Medical As- 
sociation”: ““A Physician should expose with- 
out fear or favor incompetent or corrupt, dis- 
honest or unethical conduct on the part of 
members of the profession.” Apparently he 
has not heard either of the grievance com- 
mittees which have been set up in every state 
in the Union to consider complaints against 
any member of the profession. 

4. That doctors in America are guilty of 
the Nazi crime of deliberately killing the 
old and infirm by exposing them to prolonged 
chilling. This charge is too absurd to con- 
sider seriously. 

5. That the treatment of patients with 
psychosomatic complaints is a waste of the 
physician’s time and the patient’s money. 
Mr. Thompson discovered the term “consti- 
tutional inadequate,” and apparently shares 
the viewpoint of some surgeons that those 
ills which are not amenable to surgery should 
be ignored by both doctor and patient. 

In spite of a lavish use of medical terms, 
doubtless intended to impress the lay reader 
with Mr. Thompson’s medical knowledge, 
some of his ideals about medical practice are 
naive. For example, when the hero diagnosed 
gangrene of the lower extremeties — in a 
woman—as being due to Buerger’s disease 
rather than endarteritis, the mistake was 
condoned because it was “the first diagnostic 
error he had made in three years.” This is 
indeed an enviable record for diagnostic acu- 
men—especially when the doctor in question 
had been seeing 60 or more office patients, 
performing or assisting in several opera- 
tions, and delivering a baby or two every 24 
hours. 

It is unfortunate that the avid — if not 
morbid—interest which the public has in 
medicine should put such a distortion of facts 
on the best-seller list. 
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A REVIEW OF THE FIRST 1000 
CONSECUTIVE MATERNAL DEATHS 
IN NORTH CAROLINA 


Part IV 
Toxemia 


JAMES F. DONNELLY, M.D.* 
WINSTON-SALEM 


Toxemia of pregnancy is the most com- 
mon cause of maternal mortality today, as 
it has been in the past''’. Twenty-six per 
cent of all maternal deaths in North Caro- 
lina are due to this condition. In addition, it 
is a contributing factor in deaths primarily 
due to other causes, such as hemorrhage. 
Furthermore, a large number of women are 
left with permanent hypertension as a result 
of toxemia, and eventually die from some 
complication of hypertensive cardiovascular 
disease. The present analysis, however, con- 
cerns itself only with those deaths which oc- 
cur within the six months’ postpartum per- 
iod, An additional 500 cases have been added 
to the original 1000 reported when this series 
of articles was begun. The causes of death in 
the 1500 cases are listed in table 1. 

Three hundred and ninety-three patients 
died primarily from toxemia. This compli- 
cation was considered a contributing factor 
in the deaths of an additional 140 cases, so 

“Chairman of the Committee on Maternal Welfare of the 
Medical Society of the State of North Carolina. 

From the Department of Obstetrics and Gynecology, Bowman 


Gray School of Medicine of Wake Forest College, Winston 
Salem, North Carolina. 
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Table 1 


Maternal Mortality 
No. of Cases 
393 
364 


Cause of death 


Toxemia 

Hemorrhage 
Embolism 119 
Infection 103 
Cardiac 61 
Anesthesia 37 
Other obstetric . 142 
Non-obstetric 197 
Insufficient information 84 


Total 1500 
that 538 deaths were considered to be re- 
lated to toxemia of pregnancy. A_ recently 
completed study concerning the clinical and 
pathologie findings in patients who died from 
toxemia revealed some important features 
of this complication”. 

The apparent clinical causes of death are 
summarized in table 2. 

Table 2 
Total Deaths Related to Toxemia 

Cause of Death Primary Contributing Total 


Cerebral manifestations .. 180 
Pulmonary edema 115 
Renal failure . 20 
Hemorrhage (obstetric) 
Pulmonary embolism 
Infection 

Anesthesia 

Others . 

Unknown 


It is noteworthy that nearly all of the pa- 
tients died from cerebral manifestations, 
pulmonary edema, or renal failure. On the 
other hand, postmortem examination re- 
vealed a wide variety of lesions involving 
the entire body. From this fact it appeared 
that the pathologic lesions of toxemia af- 
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MATERNAL DEATHS IN NORTH CAROLINA a 


SINCE JANUARY |, 1954 


EACH DOT REPRESENTS ONE DEATH 


WILMINGTON,, 


q 185 
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11 16 | 
8 76 
: 393 140 533 
\ 4 
o 
% 
‘ 


186 
Table 3 
Associated Factors 
Con- 
Pri- tribut- 
mary ing Totals 
Diabetes mellitus .......... « 1 9 
Rheumatic heart disease 4 14 18 
Traumatic delivery ...... 31 29 60 
Renal failure ............. ; 40 4 44 
Hepatic failure ......... ; 1 1 2 
Spinal tap 
Anesthesia ........ . 13 10 23 
Diagnosis ..... 4 4 
6 2 8 


Totals 


fected the entire organism but were fatal 
only when critical regions were involved. 


Associated Factors 


The study further revealed that 8 patients 
had diabetes mellitus. It is agreed that tox- 
emia of pregnancy is 25 to 50 per cent more 
frequent in the diabetic than in the nondia- 
betic patient’. Four patients who died from 
primary toxemia had rheumatic heart dis- 
ease. Out of 61 patients who died primarily 
from rheumatic heart disease, however, 14 
had associated toxemia of pregnancy. Burt'*? 
has shown that a patient who has organic 
heart disease is more likely to have toxemia 
of pregnancy and that the prognosis is con- 
siderably graver. 

Traumatic delivery—that is, cesarean sec- 
tion, version and extraction, difficult forceps 
delivery, and so forth, was a factor in 60 
cases. This is a considerably lower incidence 
than was noted by Bradford in a previous 
study''’, Many of these patients died in acute 
left ventricular failure following the pro- 
cedure, 

Primary hepatic failure was noted on 
only one occasion in the group of patients 
dying primarily from toxemia. However, 
there were numerous patients in whom liver 
damage contributed to the patient’s death. 
A number of patients with virus hepatitis 
showed hypertension and albuminuria. These 
deaths have been previously studied and re- 
ported by Lock‘), 


Early in the course of the present study 
the Committee noted that a number of  pa- 
tients received spinal anesthesia for a cesar- 
ean section because of toxemia, only to suc- 
cumb shortly after the operation was started. 
As indicated in table 3, 35 patients received 
a spinal tap for anesthetic, diagnostic, or 
therapeutic purposes. Following the admin- 
istration of the spinal anesthesia many of 
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Table 4 
Responsible Factors 
Con- 
Pri- tribut- 
mary ing Totals 
Hospitalization 
Hospitalization refused... 38 9 47 
141-39 180 
Prenatal care absent ........ 89 19 108 
Prenatal care inadequate. 27 2 29 
116 21 137 
Therapy generally 
inadequate. ......... 20 38 
Sedation inadequate —......... 15 18 15 
eee 35 18 53 
Sterilization and/or 
abortion not advised .... 18 1 19 
Sterilization and/or 
abortion refused ............ 14 2 16 
, oe 3 35 
Miscellaneous 
Cesarian section without 
control of toxemia ... 12 1 13 
Delivery by midwife .... 18 4 22 
Toxemia not recognized 10 5 15 
Technical error .............. 24 24 
Nonpreventable factors 19 16 26 
0 9 28 
Totals 69 128 
the patients experienced a rather marked 


fall in blood pressure and died. 


Responsible Factors 

An attempt was made to determine the re- 
sponsible factor in each individual case 
(table 4). As emphasized previously‘®’ this 
factor was determined on the basis of ideal 
conditions. Only 28 cases were found in 
which no responsible or preventable factor 
could be determined. In the remaining cases 
one or more responsible factors were noted. 
Only the major factor in each case was re- 
corded. 

Failure of the physician to advise hospit- 
alization when toxemia was first noted or 
refusal of the patient to enter the hospital 
was considered the responsible factor in 180 
cases. No attempt was made to evaluate the 
economic or social conditions responsible for 
this situation. 

Absence or inadequacy of prenatal care 
was noted 137 times. Deficiences in prenatal 
care and hospitalization together were the 
predominant responsible factor in 50 per 
cent of the deaths related to toxemia. 

In 53 patients the therapy administered 
to the patients was considered inadequate. 
Inadequate sedation to control the convul- 
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sions was noted in 15 cases. In spite of the 
very high frequency of pulmonary edema, 
venesection was performed only three times 
in the entire group. 

In 35 cases sterilization or therapeutic 
abortion was either not recommended or was 
refused by the patients. These data are not 
wholly reliable, since specific information 
was often lacking from the records. It is 
known, however, that a large number of pa- 
tients were advised “never to become preg- 
nant again because it will kill you,” but yet 
were given neither contraceptive advice nor 
advised to be sterilized. 


Management 

In many large clinics, both in the north 
and south, the incidence of deaths due to 
toxemia has fallen below that of cardiac and 
anesthetic deaths. Reduction of maternal 
mortality from toxemia has been reduced in 
these clinics by the application of certain 
principles which are obvious from the fore- 
going analysis. In the management of tox- 
emia the following principles should be ob- 
served. 


Prenatal care 

The American Committee on Maternal 
Welfare has recommended that a minimum 
standard for prenatal visits be as follows: 
The initial visit should be made after the 
second or third missed period. Subsequent 
prenatal visits should then be made at three 
week intervals until the twenty-eighth week. 
From the twenty-eighth to the thirty-sixth 
week visits should be made every two 
weeks, and from the thirty-sixth to the for- 
tieth week the patient should be seen every 
week. Additional visits, of course, should 
be recommended when indicated by the pa- 
tient’s condition. The general practice in 
North Carolina at the present time consists 
of monthly prenatal visits, and in many cases 
this practice is followed even during the 
last trimester. As a consequence, the patient 
is not seen until the toxemia is well advanced. 


Hospitalization 

Immediate hospital admission should be 
advised and insisted upon for any patient 
who shows evidence of early toxemia, such 
as blood pressure of 140 systolic, 90 diastolic, 
an elevation greater than 15 mm. of mercury 
in the diastolic pressure, the presence of 1 
plus albuminuria, excessive weight gain as- 
sociated with edema of the face or hands in 
the morning, even in the absence of hyper- 
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tension and albuminuria. Patients with 
chronic hypertensive cardiovascular disease 
should be hospitalized for evaluation even 
during early pregnancy. The presence of 
blurred vision, oliguria, jaundice, hematuria, 
and severe headaches are of grave prognos- 
tic importance and indicate emergency hos- 
pitalization. Hospitalization should be con- 
tinued until the toxemia is controlled or the 
patient is delivered. 

When admitted to the hospital, these pa- 
tients should be placed in a quiet room. In 
late toxemia a quiet, dark room is essential. 
Constant bedside attention is required. Blood 
pressure, pulse, temperature, intake and out- 
put should be recorded frequently. Shock, 
vaginal bleeding, uterine contractions, and 
pulmonary edema should be anticipated. The 
room should have immediete access to oxy- 
gen, suction, mouth gag, intravenous barbi- 
turates, phlebotomy set, and intravenous 
sets. 


Medical complications 

Patients with diabetes mellitus and or- 
ganic heart disease should be followed most 
carefully, including the proper consultations. 
The diet and insulin requirements of the di- 
abetic patient should be carefully controlled. 
The diethystilbestrol therapy as advocated 
by Smith and Smith’ has not yet proven 
specific for the prevention or amelioration 
of toxemia in the diabetic or nondiabetic pa- 
tient. The patient with heart disease should 
be closely followed during her prenatal 
course, placed on restricted activity, and 
treated vigorously in the presence of infec- 
tions, 


Trauma 

The patient with toxemia is extremely sus- 
ceptible to trauma of any sort. Emergency 
delivery is rarely indicated. Medical control 
of the toxemia is preferable to rapid and 
traumatic emptying of the uterus. It has 
been unequivocally shown that cesarean sec- 
tion in a patient with uncontrolled toxemia 
results in a much higher mortality rate. 


Anesthesia 

Anesthesia of any variety is dangerous to 
the patient with severe toxemia. This is par- 
ticularly true of spinal anesthesia or other 
procedures involving spinal tap. Chloroform 
and Trilene are both contraindicated in the 
presence of cardiac and hepatic disease. The 
safest anesthetic agents appear to be local 
infiltration and open drop ether. 
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purpose. On the basis of electroencephalogra- 
phic records, phenobarbital is supposed to 
be specific. 

Diet 

A high protein (100 to 120 Gm. daily), 
salt-poor diet is essential in patients with 
active or potential toxemia (rheumatic heart 
disease, diabetes, multiple pregnancy, hyper- 
tensive cardiovascular disease). Fluid intake 
should equal the daily requirements as indi- 
cated by the urinary output and estimated 
insensible loss. When oliguria or anuria is 
present, the fluid intake must be restricted 
accordingly. Parenteral saline solutions 
should not be administered except in those 
cases where salt depletion has occurred. 
Special therapeutic aids 

Oxygen is indicated when cardiac failure 
is present or when the respiratory rate has 
been depressed by the use of sedation. 

Digitalis is indicated in the presence of 
heart failure in many cases of severe tox- 
emia with impending heart failure. 

Venesection is indicated in the presence of 
acute pulmonary edema. 

Therapeutic abortion and sterilization: 
The indications for sterilization have been 
previously discussed'*’ and any indications 
for therapeutic abortion are essentially the 
same as those for sterilization. 


Conclusion 


Many attempts to find a specific treatment 
for toxemia of pregnancy have been made, so 
far without success. Terramycin and _ peni- 
cillin both have been recommended. To date 
the reports are so meager, however, that a 
reliable evaluation has not yet been made. A 
number of hypotensive drugs such as vera- 
trum and hexamethonium have been advo- 
cated. Whereas these drugs do lower the 
blood pressure, they are not specific for tox- 
emia and frequently result in serious com- 
plications. The Committee believes that if 
the foregoing general principles are followed 
the number of deaths from toxemia can be 
reduced by a considerable amount. 
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Indic mre for the 
14:15 


1-5 (Jan.) 


Medical Society of the State of North Carolina, 
Centennial Meeting—-Pinehurst, May 3, 4, and 5 

Duke Medical Alumni Luncheon — Pinehurst, 
May 4 

North Carolina Conference on Handicapped Chil- 
dren — North Carolina Memorial Hospital, Chapel 
Hill, May 27 and 28. 

State Board of Medical Examiners: For endorse- 
ment of credentials — Pinehurst, May 3; Raleigh, 
June 22. For written examination—Raleigh, June 
21-24, 


QUTPATIENT DEPARTMENT PUBLIC CLINICS 


Information concerning the outpatient depart- 
ments or public clinics of the Duke Hospital located 
at Durham, the North Carolina Baptist Hospital 
located at Winston-Salem, and the North Carolina 
Memorial Hospital located at Chapel Hill has been 
compiled and is here presented. These clinics pro- 
vide diagnostic service and treatment by specialists 
for those individuals of limited income who are un- 
able to pay the full cost of such service. 

Although no charge is made for professional serv- 
ices to those people who qualify for admission to the 
outpatient clinics, minimum charges are made for 
clinie visits and for certain diagnostic procedures. 
Welfare sponsored patients are requested to bring 
written authorization from their welfare depart- 
ment. 

Duke Hospital Clinic Schedule 

Patients may be seen in any of the following 
clinics Monday through Friday. Advance appoint- 
ments are not necessary except when specified. 
Dermatology—12:30-5:00 P.M. 

Dental Surgery—12:30-5:00 P.M. 
-5:00 P.M. 


(Direct ap- 
pointments should be made by writing or tele- 
phoning the Secretary, Division of Endocrinol- 


ogy) 

Eye—12:30-5:00 P.M. 

Gynecology—12:30-5:00 P.M. 

Medicine (General)—8:30 A.M.-5:00 P.M. 

Neurosurgery—12:30-5:00 P.M. 

Obstetrics—12:30-5:00 P.M. 

Orthopedic—12:30-5:00 P.M. 

Pediatrics—12:30-5:00 P.M. 

Sterility—8:30 A.M.-12:00 Noon (Direct appoint- 
ments should be made by writing the Secre- 
tary, Sterility Clinic) 

Surgery (General)—8:30 A.M.-5:00 P.M. 

Surgery (Plastic) —12:30-5:00 P.M. 

Urology—12:30-5:00 P.M. 
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In the group of clinics listed below patients are 
seen only on referral from one of the above clinics, 
except in emergencies. Patients seen in the Medical 
or Surgical Clinic in the morning may be scheduled 
in the specialty clinics on the same day. Referrals 
from the afternoon clinics are frequently scheduled 
for a later day. 
Allergy—Tuesday 
Allergy (Children) —Thursday 
Bronchoscopy—Tuesday and Friday 
Cardiac—Friday 
Cardiac (Children)—On alternate Wednesdays 
Nephritic (Children)—-On alternate Wednesdays 
Chest Clinic—Thursday 
Convulsive (Children) —Tuesday 
Cystoscopy—Monday through Friday 
Fracture—Friday 
Hematology—Monday through Friday 
Hypertensive—Thursday 
Metabolic—Tuesday 
Neurology—Friday 
Occupational Therapy—-Monday through Friday 
Physical Therapy—Monday through Friday 
Prenatal (Negro)—Wednesday 
Prenatal (White)-—Thursday 
Psychiatry—Monday through Friday 
(Direct appointments may be made by the pa- 
tient’s physician by writing or telephoning the 
Secretary, Kirby Clinic.) 
Syphilology (Med.S.)—Wednesday 
Tumor (Negro)—Scheduled by Surgical Speciality 
Well-baby (Negro)—Friday 
Well-baby (White)—Monday 
Child Guidance Clinic—Monday through Friday 
Patients attending the morning clinic should ar- 
rive as closely to 8:30 a.m. as possible. Patients at- 
tending afternoon clinic are requested to arrive for 
registration before 11:30 a.m. Complete examina- 
tion, except emergency examination, may ex- 
pected to take the better part of one day or, in some 
instances, longer. 
Additional information about the Public Outpa- 
tient Clinics may be had by writing or calling: 


Mr. John M. McBryde 
Director: Outpatient Clinics 


North Carolina Baptist Hospital Clinic Schedule 
Patients are referred to a specific clinic and are 
seen by appointment only made in advance. 
Medicine, Gynecology, Pediatrics — Daily Monday 
through Friday, 1:00 P.M. 
Urology, Obstetrics—Monday, 
; Friday, 9:00 A.M. 
Friday 1:00 


General Surgery, 
Wednesday, 1:00 P.M 
Thursday, 
Ophthalmology—Monday and Friday, 9:00 A.M.; 
Tuesday and Wednesday, 1:00 P.M. 
Dermatology—Monday and Wednesday, 9:00 A.M.; 
Friday, 1:00 P.M. 
Orthopedics—Tuesday and Thursday, 1:00 P.M. 
Neurosurgery—Tuesday, 9:00 A.M. 
Proctology—Thursday, 10:00 A.M. 
Paraplegia—2nd Thursday of Month, 9:00 A.M. 
Well Baby Clinic—Monday and Friday, 9:00 A.M. 
Thoracic Surgery—Wednesday, 1:00 P.M. 

Patients are seen in the following clinics only 
upon referral from one of the above clinics. 
Psychiatry—Wednesday and Friday, 9:00 A.M. 
Neurology—Tuesday, 9:00 A.M. 

Pediatric Neurology—Thursday, 9:00 A.M. 
Fracture Clinic—Wednesday, 10:00 A.M. 

It is requested that new patients to be seen in 
the afternoon medical clinic arrive at 10:00 a.m. 
Patients new to other clinics are requested to ar- 
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rive one-half hour before the clinic is scheduled to 
begin. 
Further information can be gotten by calling or 
writing to: 
Dr. Charles E. Richards, Director 
Outpatient Department 
North Carolina Memorial Hospital 
Clinic Schedule 
Referrals are accepted from family physicians 


or authorized community agencies. Appointments 
should be made in advance except in urgent cases. 


General* (Medicine and Surgery) —Monday through 
Friday, 9:00-12:00 Noon, 1:00-4:00 P.M.; Sat- 
urday, 9:00-12:00 Noon 

Post-Operative—Monday through Friday, 2:30-4:00 
P.M. 


Obstetrics-Gynecology — Monday through Friday, 
9:00-12:00 Noon 


Thursday, Friday, 2:00- 
4:00 P.M 

Orthopedic — Monday, Tuesday, Thursday, Friday, 
1:30-4:00 P.M. 

Otolaryngology—Monday, Tuesday, Wednesday, Fri- 
day, 1:30-4:00 P.M. 

Pediatric — Monday through Friday, 9:00-12:00 
Noon 


Wednesday—Well child supervision only 
Psychiatric—By appointment only, through Direc- 
tor, Psychiatric Clinic. 
Urology—Tuesday and Thursday, 9:00-12:00 Noon 

*New patients are handled largely by appoint- 
ment in the morning. Work-ups will frequently ex- 
tend into the afternoon and may take most of the 
day since every attempt is made to get as much of 
the specially indicated tests and consultations done 
on the first visit as possible. Patients will frequently 
have to plan to bring or purchase lunch in Chapel 
Hill. 

The General Clinic is largely undifferentiated and 
patients with many types of problems are seen daily. 
However, specialty consultation service is more 
available as indicated below: 

Neurology, Neurosurgery, Gastroenterology—Mon- 
day afternoon 

Dermatology, Metabolic—Tuesday afternoon 

Hematology, Allergy—Wednesday afternoon 

Venereal Disease, Dermatology, Peripheral Vascu- 
lar Disease—Thursday afternoon 

Cardiac, Thoracic—Friday afternoon 

Dermatology—Saturday morning 

It is requested that new patients scheduled for 
the morning clinics arrive at 8:30 a.m. and for the 
afternoon clinics at 12:30 p.m. in order that they 
may be registered. 

Additional information about the Outpatient De- 
partment may be had by calling or writing to: 

Mr. Thomas G. Peyton 
Director, Outpatient Department. 


Referral of Private Patients 
Appointments for patients to be seen in the Pri- 
vate Diagnostic Clinics of these hospitals may be 
arranged through the following: 
Duke Hospital 
Mr. C. H. Cobb for medical problems 
Mr. E. S. Raper for surgical problems 
Bowman Gray Medical School 
Mr. C. T. Hardy, Jr 
North Carolina Memorial Hospital 
Mr. Sheldon White 
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NEWS NOTES FROM THE BOWMAN 
GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


At the annual meeting of the Wake Forest College 
Medical Alumni Association on April 1, visiting 
alumni and their wives witnessed the unveiling of 
the portrait of the late Herbert Moffet Vann, M.D., 
professor of anatomy from 1919 until his death in 
1951, except from 1926 to 1928, when he was on the 
faculty of Tulane University School of Medicine. 
Approximately 275 attended the annual! banquet, in- 

eluding the widow of Dr. Vann; his son, Dr. Robert 
a Vann, instructor in pediatrics at the Bowman 
Gray School of Medicine of Wake Forest College, 
and other members of Ag: immediate family. The 
portrait was presented by Dr. Wingate M. Johnson, 
acting dean of the Medical School, and was ac- 
cepted by Mr. Irving E. Carlyle, president of the 
Board of Trustees of Wake Forest College. 

* * 

Members of the graduating class of December, 
1943, celebrated their tenth anniversary with 14 of 
the 31 graduates present. 


Dr. Wingate M. Johnson, professor of clinical 
medicine and acting dean of the Bowman Gray 
School of Medicine of Wake Forest College, ad- 
dressed the Pulaski Medical Society in Little Rock, 
Arkansas, on April 5 on “The Care of the Older 
Patients.” On the afternoon preceding his address, 
he taught a class in medical economics at the Uni- 
versity of Arkansas School of Medicine, using the 
topic, “The Doctor’s Nonmedical Life.” 

* % 


Dr. Warren Andrew, professor and director of the 
Department of Anatomy; Dr. Norman M. Sulkin, 
associate professor of anatomy; and Dr. Charles 
McC reight, associate in anatomy, attended the meet- 
ing of the American Association of Anatomists in 
Galvelston, Texas, on April 7, 8, and 9. A paper, 
“The Problem of Replacement and Differientation 
of Epithelial Cells in the Intestine of the Urodele,” 
of which Dr. Andrew is co-author, was presented. 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Drs. George C. Ham, Harley C. Shands, and David 
R. Hawkins, members of the Department of Psy- 
chiatry, attended the meetings of the American Psy- 
chosomatic Society in New Orleans in March. Dr. 
Ham is a member of the Council of the American 
Psychosomatic Society; Dr. Shands participated in 
a panel discussion on “The Relation of Emotional 
Problems and Neoplastic Diseases.” Dr. Kerr White, 
of the Department of Medicine, presented a paper 
n “Some Psychodynamic, Physiologic, and Environ- 
mental Factors in Bronchial Asthma: A Multidis- 
ciplinary Study of Ten Patients.” Following these 
sessions, Dr. Ham participated in a conference on 
“Medical and Psychological Team Work in Treat- 
ment of the Chronically Ill” sponsored by the Josiah 
Macy, Jr. Foundation and held at the University of 
Texas Medical Branch in Galveston. 


Dr. John P. Peters, professor of medicine at Yale 
University, was in Chapel Hill the last week of 
March as visiting professor of the Departments of 
Medicine and Surgery. He spoke at an evening lec- 
ture on “The Conditioned Nature of Edema and 
Diuresis” and at the regular Wednesday afternoon 
Combined Staff Conference discussed “Medical Ed- 
ucation’s Dilemma.” 


* 
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Dr. Eugene P. Pendegrass, professor of radiol- 
ogy at the University of Pennsylvania, was the 
guest speaker for the Phi Chi Medical Fraternity’s 
annual spring lecture; his topic was “The Roentgen 
Diagnosis of Meningomas.” Dr, Pendergrass, an 
alumnus of the University of North Carolina School 
of Medicine, was present on April 1 for annual 
Alumni Day; he participated in a panel discussion 
on the topic, “Management of Patients with Ad- 
vanced Malignancy.” Other members of the pane! 
included Dr. Colin G. Thomas, assistant professor 
of surgery; Dr. Leonard Palumbo, assistant profes- 
sor of obstetrics and gynecology; Dr. Harley Shands, 
associate professor of psychiatry; and Dr. Charles 
H. Burnett, professor of medicine. 


Dr. Isaac M. Taylor, assistant professor of medi- 
cine, has been awarded a $30,000 grant from the 
John and Mary R. Markle Foundation of New York. 
Dr. Taylor is engaged in teaching and in research 
in body metabolism. He is one of 25 men in the 
United States and Canada honored with the five- 
year awards as scholars in medicine. Other Markle 
Scholars in the Medical Sciences on this faculty are 
Drs. John 8. Graham and George D. Penick of the 
Department of Pathology. 


Dr. Nathan A. Womack, professor of surgery, was 
at Yale University as visiting professor of surgery 
during April. 


* * &* 


Dr. Paul L. Bunce, assistant professor of sur- 
gery, became a member of the American Urologic 
Association at its Southeastern Section meeting in 
Palm Beach during April. 


* * 


Dr. Frank C. Winter, who is director of the di- 
vision of ophthalmology of the Department of Sur- 
gery, attended the spring meetings of the Wilmer 
Eye Institute in Baltimore; Dr. Winter is a for- 
mer member of the staff of the Institute. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Wayland E. Hull, assistant professor of physi- 
ology and pharmacology at Duke University Medical 
School, recently became the sixth member of the 
Duke medical faculty to receive a $30,000 grant 
from the John and Mary R. Markle Foundation of 
New York. 

Dr. Hull, a specialist in respiratory physiology 
and former chief of the respiration section of the 
Air Force’s Aero Medical Laboratory, is one of 25 
men throughout the United States and Canada 
honored with five-year awards as scholars in med- 
icine. His appointment places Duke at the top of 
the honored list, having six Markle scholars in 
seven years. Duke also has a seventh in Dr. Sey- 
mour Korkes, associate professor of biochemistry, 
who won a Markle award in 1951 while on the New 
York University medical staff. 


* 


Duke University presented its sixth Medical 
Town Hall program for the people of the State on 
April 11. Topic for the meeting was “Accidents— 
in the Home and on the Highway,” and speakers 
were Edward Scheidt, North Carolina commissioner 
of Motor Vehicles, Dr. Jay Arena, Duke pediatri- 
cian, and Dr. Barnes Woodhall, Duke neurosurgeon. 
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DUKE MEDICAL ALUMNI LUNCHEON 


The Duke Medical Alumni luncheon during the 
meeting of the North Carolina Medical Society will 
be held Tuesday, May 4 at 1:00 p.m., at the Pine 
Needles. Please notify the secretary, Dr. Talmage 
L. Peele, Box 3811, Duke Hospital, Durham, for 
reservations, 


UNIVERSITY OF NORTH CAROLINA 
SCHOOL OF PUBLIC HEALTH 


The University of North Carolina School of Pub- 
lic Health will offer a new summer course in Home 
Accident Prevention, according to an announcement 
by Miss Margaret Blee, associate professor of pub- 
lic health nursing. 

Special fields in public health nursing will be of- 
fered in subsequent courses throughout the summer. 
The schedule is as follows: 

July 19-24, Cancer Control—Katherine Nelson 
July 26-31, Home Accident Prevention—Madeline 
Pershing 
August 2-7, Tuberculosis Control—Louise L. Cady 
August 9-14, Geriatrics—-Lucia Bing 
August 16-21, Cardiovascular Diseases—Lydia Hall 
For application blanks and information, write to: 
Margaret Blee, Associate Professor 
Box 229 
Chapel Hili, North Carolina 


NORTH CAROLINA ACADEMY OF 
GENERAL PRACTICE 


The sixth annual scientific assembiy of North 
Carolina Academy of General Practice will be held 
aboard the liner Stockholm on a cruise to Havana 
and Nassau, October 16-22, 1954. Arrangements are 
under the direction of Dr. Amos N. Johnson of 
Garland, while reservations may be made through 
Allen Travel Service, Inc., 550 Fifth Avenue, New 
York City. 

The Convention will be held aboard the Swedish 
liner, Stockholm, which will leave from Morehead 
City, on the afternoon of October 16 and will re- 
turn to Morehead City on Friday, October 22. There 
will be one day of shore leave in Nassau and one 
day and until 4 a.m. in Havana. The rest of the 
time will be spent aboard ship. The passage varies 
with the type reservation made; however, this pas- 
sage includes everything except gratuities and per- 
sonal expenses. The passenger list will be made up 
of North Carolina Academy members, their families 
and friends and Academy members other than those 
of North Carolina. Several doctors other than North 
Carolina Academy members and their families have 
already made reservations for the cruise. Further 
information can be obtained from the Allen Travel 
Service, Inc., 550 Fifth Ave., New York, where all 
reservations are made. These reservations would be 
subject to the approval of the N. C. A. G. P. 

An outstanding scientific program has been ar- 
ranged that will be at least 15 hours postgraduate 
work acceptable towards the required 50 hours of 
formal postgraduate work required by the Academy 
each three years. 

The cruise is tax deductable for those who attend 
the assemblies. 


NORTH CAROLINA BOARD OF 
MEDICAL EXAMINERS 


The following meetings will be held by the North 
Carolina Board of Medical Examiners: 

For endorsement of credentials—Carolina Hotel, 
Pinehurst, May 3; Sir Walter Hotel, Raleigh, June 
22. 
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For written examination — Sir Walter Hotel, 
Raleigh, June 21-24. 


YUILFORD COUNTY MEDICAL SOCIETY 


The Guilford County Medical Society at its regu- 
lar meeting on March 4, with over 100 members 
present, overwhelmingly adopted the following rec- 
ommendations of its Membership Committee. A mo- 
tion to amend the constitution of the Guilford Coun- 
ty Society by deleting the word “white” was also 
duly made and seconded but must await action until 
the next meeting. 

Recommendations 

1. That the Guilford County Medical Society go 
on record as requesting the House of Delegates to 
review and clarify the wording of its constitution 
and by-laws, especially Chapter XV, Section V, by 
which the Executive Council has excluded member- 
ship of Negro physicians. 

2. We believe that this matter should be left to 
individual county societies and that the present 
wording of Section V, Chapter XV so permits, al- 
though deletion of the word “white” (added in 1925) 
would be the wise and diplomatic sequel if the House 
2f Delegates agrees, 

3. That, if approved, copies of this report and 
recommendations be forwarded to the secretary of 
every county society in the state for their considera- 
tion and instruction of delegates prior to the An- 
nual Meeting, and to the editor of the NortH CARo- 
LINA MEDICAL JOURNAL. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular monthly meeting of the Edgecombe- 
Nash Medical Society was held on the evening of 
March 10. 

Dr. Woodall Rose had charge of the program and 
presented as speaker Dr, Nathan Womack, profes- 
sor of surgery, Memorial Hospital, Chapel Hill who 
spoke on “Gallbladder Disease.” 


JOINT COMMISSION ON ACCREDITATION 
OF HOSPITALS 


The Joint Commission on Accreditation of Hos- 
pitals recently released its annual list of fully and 
provisionally accredited hospitals in the United 
States, its possessions, and in Canada. 

The Commission gave full accreditation to 2,920 
hospitals and provisional accreditation to 498, a total 
of 3,418. There are about 7,500 hospitals. 

The list released is the first list published by the 
Joint Commission since it took over the actual hos- 
pital surveyal work from the American College of 
Surgeons January 1, 1953. The Commission is sup- 
ported by the American College of Physicians, the 
American College of Surgeons, the American Hos- 
pital Association, the American Medical Association 
and the Canadian Medical Association. The direc- 
tor is Dr. Edwin L. Crosby. 

The accreditation program was started in 1919 by 
the College of Surgeons and was taken over by the 
Joint Commission as a cooperative effort last year. 
The 1953 list of accredited hospitals includes, as 
well as those actually surveyed by the Commission 
staff during the year, other hospitals which were not 
surveyed during 1953 but which were approved + f 
the College of Surgeons as of December 31, 1952 
Mental hospitals were surveyed by the Central In- 
spection Board of the American Psychiatric Associ- 
ation and accredited by the Commission in coopera- 
tion with the American Psychiatric Association. 
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NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


Findings of First Year’s Study of 
Doctors in Service 

Results of the first year’s survey of physicians 
leaving active military service are carried in a re- 
port recently issued by the A.M.A.’s Council on 
National Emergency Medical Service. 

During the first year of the study—July 15, 1952 
to August 1, 1953—a total of 3,948 completed ques- 
tionnaires revealed that the average time spent in 
service was 24.7 months; average tour of duty in 
the United States, 7.6 months; average tour of for- 
eign duty, 17.1 months. Twenty-nine per cent felt 
there was overstaffing, 20 per cent understaffing, 
and 51 per cent adequate staffing. Of those assigned 
to domestic duty, 53.4 per cent were engaged in 
treating military personnel, 28.3 per cent in treat- 
ing military dependents and 18.3 per cent in “other”; 
while of those assigned to overseas duty, 51.8 per 
cent treated military personnel, 23.8 per cent de- 
pendents of military personnel and 24.4 per cent 
“other.” Answers to the question regarding the 
type of medical care provided for other than mili- 
tary personnel indicate that in the Army and Navy 
the most frequent type was outpatient care, while 
in the Air Force it was obstetrics and gynecology. 

Regarding the question, how national and local 
medical associations can better serve their mem- 
bers in service, the following activities were sug- 
gested—more information via newsletters, and the 
like; personal visits by civilian doctors to. evaluate 
grievances; invite military doctors to civilian medi- 
cal meetings; assist in locating position after dis- 
charge; assist in preventing evasion of military 
service; distribution of questionnaires to physicians 
in service; provide specialists for clinical confer- 
ences. 


Not Much Time Left! 

Only two more months are left for exclusive tele- 
vision bookings of “Operation Herbert’—the popu- 
lar half-hour movie on the cost of medical care. 
After June 1, this film will be distributed to schools, 
churches, clubs and other community groups. 

If your society has not yet sponsored this film, 
consult your local television station now for some 
early public service time. Remember, too, that the 
A.M.A. will continue to produce films such as this 
only so long as state and county medical societies 
give them a good boost locally. 


* * 


Inaugural Address to Be Broadcast 

Physicians who are unable to attend the Ameri- 
can Medical Association’s one hundred and _ third 
Annual Meeting, will be able to hear the president’s 
inaugural address broadcast directly from the ball- 
room of the Palace Hotel in San Francisco. The re- 
marks of president-elect Walter B. Martin will be 
broadcast on a nationwide radio network Tuesday 
evening, June 22. The program will be telecast 
locally. 


Medical Problems Aired at Legislative Meetings 

Regional legislative conferences were conducted 
in January and February by the A.M.A, Committee 
on Legislation in San Francisco, Denver, Dallas, 
Atlanta, Chicago, and New York. Purpose of these 
meetings was to discuss ways of improving the 
Committee’s system of alerting key legislative per- 
sonnel on situations requiring immediate contacts 
with members of Congress and to air the most im- 
portant medical issues which will be considered dur- 
ing the second session of the Eighty-third Congress. 
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Results of the questionnaires distributed at each 
of these meetings reflect the general thinking of 
the profession regarding some of the key medical 
issues. Of the 328 persons who attended these con- 
ferences, 229 returned the questionnaire, Regarding 
the extension of social security to physicians, 45 
were in favor and 176 were opposed; on the Bricker 
amendment—172 in favor, 46 opposed; on the A.M.A. 
position regarding veterans medical care for non- 
service-connected disabilities—192 in favor, 35 op- 
posed. 

Principal topics discussed at these meetings were: 
federal subsidization of private health insurance 
plans; extension of social security coverage to in- 
clude physicians; tax deferments on premiums used 
to purchase retirement annuities; proposed amend- 
ment to limit treaty making powers (introduced by 
Senator Bricker); medical benefits for veterans with 
non-service-connected disabilities. 


Exhibit Plugs Dollars for Medical Schools 

To speed up the dollar drive for funds for our 
nation’s medical schools, several medical societies 
this spring are featuring the American Medical 
Education Foundation’s attractive exhibit at their 
local meetings. A recent check of the exhibit’s 
travel schedule shows that it will be at the North 
Carolina State Medical Society meeting, May 3-5, 
in Pinehurst and at the South Dakecta State Medical 
Association meeting, May 15-18, in Huron. It was 
scheduled for the Alabama Medical Association 
convention, April 15-17, in Mobile. 

This cleverly-designed exhibit, features a map of 
each state with the amount of money and number 
of contributors chalked up during the past year. 
In addition, a bar chart depicts the current goals 
of both the National Fund for Medical Education 
and the A.M.E.F. 


* * 


New Series of “What To Do” Films for TV 


Six new five-minute “What To Do” films, pro- 
duced especially for television in local communities 
by the American Medical Association, tells in sim- 
ple language what to do before the doctor comes 
and when and how to apply first aid. Subjects in- 
clude: sore throat; contagious diseases in the home; 
good eating habits; home accidents; convalescent 
child, and cuts and bruises. 

These films are available on loan to local medical 
societies or to other health agencies with the ap- 
proval of the local medical society. Inquiries should 
be directed to the A.M.A. Film Library, 535 North 
Dearborn, Chicago 10. 

* * & 
New Addition to Film Library 

Where and how the physically handicapped per- 
son can be fitted for the business world is the theme 
of a new film entitled “America’s Untapped Asset,” 
which has been added to the library of the A.M.A.’s 
Committee on Medical Motion Pictures. There is no 
service charge for this 13-minute sound, black and 
white film, 


MEDICAL LIBRARY ASSOCIATION 


The Medical Library Association will hold its 
fifty-third annual meeting June 15-18, 1954, in 
Washington, D. C. The headquarters will be the 
Hotel Statler, and the official host the Armed 
Forces Medical Library. 

Further information can be obtained from Lt. Col. 
Frank B. Rogers, Armed Forces Medical Library, 
7th Street and Independence Avenue, S. W., Wash- 
ington 25, D. C. 
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INDUSTRIAL HEALTH CONFERENCE 


Significant industrial health problems, ranging 
from increasing incidence of lung cancer to indus- 
trial absenteeism, will be discussed in a_ five-day 
session at the annual meeting of the Industrial Med- 
ical Association, April 26 to 30, at the Sherman 
Hotel in Chicago. 

The theme of the 1954 Industrial Health Con- 
ference is “Protecting our greatest industrial 
wealth—employee health.”” The conference has been 
described as a “postgraduate course, covering the 
entire field of industrial health and hygiene, occu- 
pational ailments and traumatic surgery.” 


HARVARD SCHOOL OF PUBLIC HEALTH 


The Harvard School of Public Health will give 
postgraduate scholarships in amounts ranging up 
to $5,000 to qualified candidates desiring to study 
at the School during the academic year 1954-1955. 

Eligible for Harvard School of Public Health 
Postgraduate Scholarships are: 

Physicians, dentists, and veterinarians interest- 
ed in preventive medicine and seeking training in 
one or more public health specialties leading to 
either a Master of Public Health or Doctor ef Pub- 
lic Heath degree; 

2. Industrial physicians seeking training in in- 
dustrial medicine leading to a Master of Industrial 
degree; 

Public health nurses with a college degree and 
salient field experience who wish additional 


public health training leading to a Master of Pub- 
lic Health degree; 
4. Public health engineers seeking additional 


training and research experience in one or more 
Public Health specialties leading to either a Master 
of Science in Hygiene or Doctor of Science in Hy- 
giene degree; 

5. College graduates with academic experience in 
the natural sciences who desire training and research 
experience in one of the sciences related to public 
health and leading to either a Master of Science in 
Hygiene or Doctor of Science in Hygiene degree. 

Deadline for filing scholarship applications is 
April 30, 1954. Scholarship winners will be an- 
nounced June 1, 1954. 

Application for further 
Harvard School of Public 
Scholarships may be obtained by writing the S 
tary, Harvard School of Public Health, 55 
tuck Street, Boston 15, Massachusetts. 
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PAN AMERICAN CONGRESS OF 
OPHTHALMOLOGY 


The Pan American Association of Ophthalmology 
will hold its Third Interim Congress June 17 to 21 
in Sao Paulo, Brazil, under the presidency of Dr. 
Moacyr E. Alvaro of Sao Paulo. The meeting is of 
special interest because it is one of many official 
events in the celebration of the quadricentennial of 
the host city this year. 

Presentations will be in English, Spanish or Por- 
tuguese, with simultaneous translations into the 
other two languages. 

There will be a registration fee of $10, which will 
cover many special events, as well as attendance at 
two other congresses which will be meeting at the 
same time. These are the eighth Brazilian Congress 
of Ophthalmology and the Nineteenth Internationa] 
Congress of Oto-Neuro-Ophthalmology. Attendance 
is not limited to members of the Pan Americ an As- 
sociation of Ophthalmology, Dr. Alvaro has an- 
nounced. 
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Just about a year ago the Hill-Burton hospital 
construction program was under heavy attack in the 
House Appropriations Committee. But the damage 
was not permanent. The program has made a com- 
plete recovery. More than that, Congress shows 
every intention of doubling the appropriation for 
the program, but earmarking the additional money 
for grants to diagnostic and treatment centers, re- 
habilitation facilities, hospitals for the chronically 
ill, and nursing homes. At this stage the legislation 
to stimulate health facility construction is believed 
to be closer to enactment than any other major 
health project of the Eisenhower administration. 

Although the main objectives have not been al- 
tered, some significant changes have been made in 
the bill. Most of these changes are designed to 
tighten up eligibility for grants. For example, mon- 
ey could go to only two types of diagnostic or treat- 
ment centers, those operated by and for a govern- 
mental unit or by a group that also operates a non- 
profit hospital. Nor would centers or nursing homes 
be eligible unless under medical supervision or op- 
erated by an association that also operates a_hos- 
pital. 

Of raajor interest to the medical profession, al- 
though not far along on its legislative course, is the 
administration’s proposal for subsidizing prepaid 
health plans for federal civilian employees. The 
federal governnient would pay a maximum of $26 
per year, to be matched by the employee, for the 
purchase of any type of prepaid insurance. Any 
cost above $52 per year would have to be borne en- 
tirely by the employee. 

As a part of the program, the administration is 
proposing that payroll deductions be authorized, a 
concession the insurance and prepayment insurance 
organizations have been urging for years. Currently 
federal executives differ on whether payroll deduc- 
tions would be “legal,” but none is willing to risk 
authorizing deductions in the absence of specific 
approval from Congress. 

Still following a slow and controversial course is 
the administration’s proposal for reinsurance of 
health plans. Early in the session—with the ardent 
support of Chairman Charles S. Wolverton of the 
key House committee this legislation appeared 
pointed toward enactment. However, the Department 
of Health, Education, and Welfare was not satisfied 
with Mr. Wolverton’s bill and decided to draft one 
of its own. The drafting consumed many weeks 
time that may prove fatal with a Congress hoping 
to adjourn early for the fall elections. 

The Defense Department, made uncomfortable by 
a few suspected subversive physicians and dentists 
it doesn’t quite know what to do with, is asking for 
an amendment to the Doctor Draft act. The de- 
partment’s problem is this: The most recent Court 
of Appeals decision holds that physicians or dentists 
drafted or called up from the reserves must, under 
the Doctor Draft act, either be commissioned or dis- 
charged. So, technically, a man who refuses to fill 
out his loyalty questionnaire would be rewarded by 
a release. To correct the situation, the Department 
is asking that the law be changed to allow it to 
withhold a commission from a loyalty suspect, yet 
keep him on duty for the specified time in noncom- 
missioned status and assigned to professional duties. 

The American Medical Association is continuing 
its suport of Senator Bricker and others who are 
convinced they still can enact a resolution calling for 
an amendment to restrict international agreements. 
The Association’s position is that unless a safeguard 
is written into the Constitution, future international 
agreements could impose on the country social and 
medical care programs that Congress itself would 
not approve. 
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DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
Public Health Service 

A comprehensive bibliography of Public Health 
Service publications on occupational health sub- 
jects issued through 1953 has just been released by 
the U. S. Public Health Service. 

The purpose of this bibliography is to provide a 
complete and continuing record for reference use. 
It calls to the attention of the readers, particularly 
those new to occupational health, voluminous infor- 
mation on early pioneering studies and other con- 
tributions by the Public Health Service to the de- 
tection and control of occupational diseases. At the 
same time, by reflecting changes in subject matter 
from year to year, it affords an historical perspec- 
tive of shifting interests in the field of occupational 
health and serves as an index of progress. 

While the limited supply lasts, sample copies of 
Public Health Service Publication No. 300, “Bibliog- 
raphy of Occupational Health,” can be made avail- 
able from this Division upon request to persons and 
organizations concerned with health problems in in- 
dustry. Copies may also be procured from the Su- 
perintendent of Documents, Government Printing 
Office, Washington 25, D. C., for thirty-five cents 
each. 

Single copies of this publication will gladly be 
sent without charge promptly upon request. 

@ 


Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service, U. S. Department of Health, 
Education, and Welfare, has announced a reorgani- 
zation of the Bureau of State Services, the principle 
operating arm of the Service for Federal-State, in- 
terstate, and international health activities. 

The changes, Dr. Scheele explained, are designed 
to create a more flexible operating organization in 
the Bureau and to promote greater economy and 
efficiency. 

The reorganization became effective April 5, and 
consolidated the former number of operating di- 
visions of the Bureau from sixteen to six. They are 
the Divisions of General Health Services, Special 
Health Services, Sanitary Engineering Services, In- 
ternational Health, Dental Public Health, and the 
Communicable Disease Center, Atlanta, Georgia. 


New support of the expanding search for chemi- 
cal agents effective in the treatment of cancer is 
being given through grants-in-aid to scientists in 
universities and medical centers for research pro- 
jects, it was announced recently by Surgeon Gen- 
eral Leonard A. Scheele of the Public Health Serv- 
ice, U. S. Department of Health, Education, and 
Welfare. 

The grants are administered by the National Can- 
cer Institute. Dr. Scheele approved eight grants, 
totaling $704,563, for studies in chemotherapy of 
leukemia and allied forms of cancer. 

Food and Drug Administration 

The appointment of Dr. Albert H. Holland, Jr., 
as medical director of the Food and Drug Admini- 
stration was announced by Charles W. Crawford, 
Commissioner of Food and Drugs, U. S. Depart- 
ment of Health, Education, and Welfare. The post 
has been vacant since July 1952 when Dr. Erwin 
Ek. Nelson resigned to head the Department of 
Pharmacology at the St. Louis University College 
of Medicine. Dr. Irvin Kerlan has served as acting 
medical director in the interim. 

As director of the FDA Division of Medicine, Dr. 
Holland will be responsible for advising the agency 
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on all medical questions involved in enforcement of 
the Federal Food, Drug, and Cosmetic Act. The 
Medicai Division also assists in the development of 
medical evidence in court cases involving adulterated 
and misbranded products, and administers the new- 
drug provisions of the Act which require adequate 
scientific testing to establish the safety of all new 
drugs before they are placed on the market. 
tre, 


“Orgone energy” devices misbranded with cura- 
tive claims were barred from interstate commerce 
by a permanent injunction order issued today 
(March 19) in the Federal district court at Port- 
land, Maine, by Judge John D. Clifford. Those en- 
joined from distributing the devices are Dr. Wil- 
helm Reich and his wife, Ilse Ollendorff Reich, and 
an alleged non-profitmaking corporation, the Wil- 
helm Reich Foundation, all of Rangeley, Maine. The 
decree was issued in default of contest by the de- 
fendants. 


VETERANS ADM’NISTRATION 


For the first time in medical history, Veterans 
Administration hospitals will measure heart and 
lung function through cooperative research to pro- 
vide more accurate standards for diagnosing and 
treating heart and lung diseases. 

Once satisfactory normal standards have been 
established, VA will go on to measure and interpret 
abnormal heart and lung function. 

These two studies, VA said, will provide medical 
and scientific contributions of considerable import- 
ance to VA and to the medical world at large. 

In VA, such standards are needed not only for di- 
agnosing and treating such cases, but also to assist 
in rating heart and lung diseases for service-con- 
nected requirements. 

VA is in an unique position to conduct this re- 
search because it has the nation’s largest group of 
hospitalized patients with heart and lung diseases 
susceptible to follow-up. 

Moreover, VA has a hard core of well trained in- 
vestigators in this field, with modern laboratories 
equipped to carry out such studies. 

The studies will begin with measurement of lung 
function and conclude with measurement of heart 
function. The massive results expected to come from 
the studies will be analyzed statistically to develop 
the acceptable standards needed. 

The preliminary surveys leading to the studies 
have been conducted by the VA Committee on Co- 
operative Studies of Cardiopulmonary Function 
Testing. This committee is composed of: 

Dr. Ross L. McLean, chief of medical service at 
the VA hospital in Baltimore, Maryland; Dr. Rich- 
ard Ebert, chief of medical service at the VA re- 
search hospital in Chicago, Illinois; Dr. John Mce- 
Clement, chief of tuberculosis service at the VA 
neuropsychiatric hospital in Salt Lake City, Utah; 
Dr. George Meneely, chief of investigative medicine 
at the VA hospital in Nashville, Tennessee; Dr. 
James Warren, chief of medical service at the VA 
hospital in Durham, North Carolina, and Dr. Mar- 
tin M. Cummings, chief of research in VA’s central 
office at Washington, D. C. 

Two VA consultants also are members of the com- 
mittee. They are Dr. Juluis H. Comroe, University 
of Pennsylvania, and Dr. Richard L. Riley, Johns 
Hopkins University. 
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BOOK REVIEWS 


The Nursing Mother: A Guide to Successful 
Breast Feeding. By Frank Howard Rich- 
ardson, M.D. 204 pages. Price, $2.95. New 
York: Prentice-Hall, Incorporated, 1953. 


Although all physicians are tremendously inter- 
ested in encouraging the breast feeding of infants, 
there has been very little literature that one could 
give mothers to help answer their questions about 
breast feeding. Here in “The Nursing Mother” is 
the answer to this problem for it is an excellent 
guide for mothers who are interested in nursing 
their babies. Dr. Richardson has always been inter- 
ested in encouraging breast feeding and has accumu- 
lated a tremendous experience on the factors that 
influence the success or failure which are written 
up in an interesting way with a combination of 
questions and answers and broad discussions. 

This book should be of interest to both physicians 
and parents, Detailed directions are given for the 
— preparation of nipples, for the care of the 

reasts during the nursing period, and for the care 
of any complications that might arise. This book 
serves such a need that it should be in the waiting 
room of all physicians who do obstetrics so that the 
mothers could be encouraged to get a copy. The 
reading of this book during the latter months of 
pregnancy should do much to encourage mothers to 
give breast feeding a serious trial who otherwise 
might give up the attempt at the first discouraging 
incident, 

Dr. Richardson makes a good case for his thesis 
that practically all mothers can nurse their babies, 
but even more important he points out that nursing 
an infant does not need to be an unpleasant task. 


Understanding the Japanese Mind. By James 
Clark Moloney, M.D. 252 pages. Price, $3.50. 
New York: Philosophical Library, 1954. 


In this book the reader views through the eyes of 
a psychoanalyst what it is that makes the Japan- 
ese mind “tick.” The author shows how the basic 
concepts of Japanese culture produce certain pe- 
culiarities in the Japanese make-up—peculiarities 
that fit them as a nation into the psychiatric for- 
mula known as the “repetition compulsion.” In sup- 
port of his thesis the author borrows freely from 
the fields of history, sociology, anthropology, and 
religion. The impress upon a human being of such 
a history, such a culture, such a political philosophy 
as the Japanese, he argues, could scarcely have 
produced any sort of person other than the so- 
called “typical” Japanese, and an aggregate of such 
persons results in a government behavior precisely 
the same as the behavior of the person making up 
that government. 

A study of Western psychoanalysis as modified 
by the culture of Japan provides a method of gain- 
ing insight into the dynamics of the Japanese social 
system. With extensive quotations he indicates how 
Western psychoanalysis is syncretized to be com- 
patible with the idea of national entity and the 
concept of coevality. The reader is impressed by 
the interesting manner in which the author analyzes 
the Japanese writings in his own light to support 
his deductions. Much of the basis for his interpre- 
tations is taken from the “Cardinal Principles of 
National Unity,” unadulterated propaganda of the 
most extremely nationalistic sort published in 1937 
by the Ministry of Education, 

This book is valuable in bringing the reader to a 
better understanding of the Japanese as an indi- 
vidual and as a nation. With the world situation as 
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serious as it is today, East and West must attempt 
to live together. The first step toward a harmoni- 
ous relationship, whether it be between individuals 
or nations, necessitates mutual understanding, 


Second Supplement: Scientific, Medical and 
Technical Books Published in the U.S.A., 
1949-1952. Edited by R. R. Hawkins, Chief 
of the Science and Technology Division of 
the New York Public Library. 580 pages. 
Price, $10. New York: R. R, Bowker Com- 
pany, 1954. 

With the publication of the Second Supplement 
of Scientific, Medical and Technical Books Published 
in the United States, 1949-1952, librarians, research- 
ers, teachers, professional, and technical workers 
now have available for ready reference the out- 
standing titles published in their particular fields 
for the past 23 years! 

The Second Supplement contains 2,849 titles, each 
bearing an approximate 200 word description and, 
in most cases, the full table of contents. In addi- 
tion, there is a thorough evaluation of each book 
made by a committee of experts working with 
rpecialist consultants representing many different 
fields of professional accomplishment. Each title is 
listed with all the vital statistics, author, number 
of pages, size, price, and so forth. The supplement 
contains an author index, a subject index and a 
directory of publishers. 

In all, there are three volumes in this valuable 
series, listing some 10,500 scientific, medical and 
technical books published in the United States be- 
tween 1930 and 1952. The series has been edited by 
R. R. Hawkins, Chief of the Science and Technology 
Division of the New York Public Library under the 
direction of the National Research Council’s Com- 
mittee on Bibliography of American Scientific and 
Technical Books, The Base Volume (price, $20) in- 
cludes titles published in the United States from 
1930 through 1944; the First Supplement (price 
$10) from 1945 through 1948. 


New Facts About Bursitis. By William Kit- 
ay. Price, $3.50. New York: Thomas T. 
Crowell Company, 1954, 

For the 2,500,000 people in the United States 
suffering from bursitis, help is promised in this 
book of facts about a troublesome and popularly 
misunderstood condition. 

Mr. Kitay, a member of the Arthritis and Rheu- 
matism Foundation, tells not only what bursitis is, 
how you get it, and what the doctor can do for you, 
but also—and most important —how to conduct 
effective physical therapy at home. Two of the most 
valuable chapters deal with “25 Dangers to Watch 
For” and “Cortisone, the New Wonder Drug in 
Treating Bursitis.” Slanted to the layman, this in- 
formation is clearly stated as well as up to date. 


BOOKS RECEIVED 


Thoughts About Life. By Felix Friedberg. 40 
pages. Price, $2.50. New York: Philosophical Li- 
brary Publishers, 1954. 

The Billroth I Gastric Resection: With Particular 
Reference to the Surgery of Peptic Ulcer. By Hor- 
ace G. Moore, Jr., M.D., and Henry N. Harkins, 
M.D., Ph.D. 175 pages. Price, $7.50. Boston: Little, 
Brown, and Company, 1954. 

Children for the Childless. Edited by Morris Fish- 
bein, M.D. 223 pages. Price, $2.95. New York: 
Doubleday and Company, 1954, 

Science and Man’s Behavior: The Contribution of 
Phylobiology. By Trigant Burrow, M.D., Ph.D. 564 
pages. Price, $6.00. New York: Philosophical Li- 
brary, Publishers, 1954. 
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3u Memoriam 


DR. EARLE LEDBETTER BOWMAN 


A mighty oak has fallen, and the trees of the 
forest stand in reverence for one they honor and 
love. 

Dr. Bowman was born June 12, 1892. A sturdy 
unscarred ship, from the voyage of life, quietly 
entered the harbor on July 18, 1953. The structure 
reveals a character such that it serenely weathered 
the tempests and calmly rode the waves; of such 
ower that it daily stood by and gave aid to those 
in distress; and one that never deviated from its 
chartered course. 

Dr. Bowman’s life was an open book. His ideals, 
activities, and customs were known to all. If he 
failed, it was not of purpose but of execution. If 
he erred, it was not of the heart. 

He was kindly, considerate, sympathetic, ambi- 
tious, energetic, zealous, tireless, faithful, loyal and 
devoted to his fellowmen, He was a loving husband 
and a devoted father. He touched the lives of legion. 

’Tis the human touch in this world that counts, 

The touch of your hand and mine, 

That means far more to the fainting heart 

Than shelter, bread and wine. 

For shelter is o’er when the night is passed, 

Bread lasts but a day; 

But the touch of a soul and the sound of a voice 

Linger on in the mind always. 

We close a wonderful book, but his memory, in- 
spiration, and influence shall ever carry on. 

Be it resolved that the Robeson County Medical 
Society in meeting assembled express itself as be- 
ing deeply appreciative of the life and work of 
Dr. Bowman; and 

Be it further resolved that a copy of these reso- 
lutions be sent to the family of Dr. Bowman, to the 
local press, to the North Carolina Medical Journal, 
and that a copy be kept in the permanent records 
of the Society. 


Dr. Roscoe D. McMillan, Chairman 
Dr. H. Hodgin 
Dr. FE. R. Hardin 


JOHN KNOX, M.D. 

Milton, assured by his genius, in the opening lines 
of his great epic, Paradise Lost, says confidently, 
“With no middle flight do I intend to soar.” We 
wish we could approach the theme we have assumed 
with the same confidence. We shall be content if 
we even attain a “middle flight” in paying tribute 
to the beloved dean of Lumberton’s physicians, Dr. 
John Knox, who suddenly laid down his medical 
armentarium, through which he had brought relief 
to numberless sufferers and distinction to himself, 
on the night of June 25, 1953, 

In paying tribute to Dr, Knox, I will here insert 
the climax of the tribute paid him by his home 
paper, “The Robesonian”: 


The dean of Lumberton doctors died last 
week, creating a void in the lives of many per- 
sons whom he had cared for in time of illness 
since they entered this world. 

Dr. John Knox began practicing medicine at 
a time when the family physician occupied a 

osition somewhat akin to that of a godfather. 
le was a person who might not be seen by a 
particular family for days or weeks or months 
at a time, but always there in the background 
to be called upon when needed, with assurance 
that he would respond, 


A favorite prescription of Dr. Knox was the 
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wonder drug of the ages—rest. He was known 
as a doctor who would order a patient to go to 
bed and stay there until he recovered from an 
ailment. Conversation helped, too. Patients said 
they felt better after a visit from the doctor, 
regardless of any medicine he might leave. Dr. 
Knox had confidence in the ability of the human 
body to regain health when given a chance. He 
helped his patients to cooperate with Nature, 
which sometimes cannot be hastened. He was 
cautious in recommending surgery, and for this 
reason he was consulted sometimes by persons 
who took their lesser ailments elsewhere, but 
wanted Dr. Knox to pass judgment on a malady 
they feared. Out of his long experience, he ac- 
quired an ability at diagnosis that was perhaps 
not so widely known as it was prized by those 
who recognized it. 

Dr. Knox died of a heart ailment, sometimes 
called “the doctor’s disease.” He had lived more 
than 70 years, observing humanity and treating 
its ills. As he stepped quietly over the threshold 
to his final resting place, it is easy to imagine 
that he did so without misgivings, and with the 
same kind of calm acceptance of reality that 
he showed in his lifetime. 


In his death the Robeson County Medical Society, 
the community in which he served, lost one of the 
real doctors of the old school, Of him it may well 
be said: “His life was gentle, and the elements so 
mixed in him that Nature might stand up and say 
to all the world, ‘This was a man.’” In his memory, 

Be it resolved that we, as a Society, extend our 
deep and abiding sympathy to his widow, Mrs. Mary 
McNamara Knox; and 

Be it further resolved that a copy of this remem- 
brance be sent to Mrs. Mary McNamara Knox, to 
the local press, to the North Carolina Medical Jour- 
nal, and that a copy be kept in the permanent rec- 
ords of the Society. 

Dr. Roscoe D. McMillan, Chairman 
Dr. H. H. Hodgin 
Dr. E. R. Hardin 


Classified Advertisements 


FOR SALE: Office-home combination, at 
cost; bought cheap. Grossed $40,000 last two 
years; overhead low. Rural Piedmont. 9 rooms 
with three baths; 3 acres enclosed beautiful 
white fence. Includes late model EKG and 
BMR, diathermy, photoelectric colorimeter, 
office furnishings, and 1941 Ford with mud 
grip tires in good running condition, and a 
drug inventory of perhaps $3,000. Price neigh- 
borhood $18,000; $11,000 cash, rest 6%. Should 
gross $30,000 per year with opening of rural 
hospital in few months. Could not duplicate 
setup $25,000. Reason for selling: Area recog- 
nized by Advisory Committee as needing phy- 
sician; wish to sell to leave area with doctor 
and permit present practitioner free to get 
out Priority 1. Gerald J. Brown, M.D., West- 
field, N. C. 


Lilly Announces Research Grants 
Grants to support research projects being con- 
ducted in 11 universities were announced recently 
by Eli Lilly and Company. Among those receiving 
grants is Dr. C. R. Hauser, Department of Chem- 
istry, Duke University, for continuing support of 
work on synthetic organic medicinals. 
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ADVERTISEMENTS 


Through its probable action on the labyrinth, 
dependable control of vertigo and nausea has made 
Dramamine the most widely-prescribed product in its field. 


Vertigo: The Labyrinthine 
Structure and Dramamine” 


Dramamine’s remarkable therapeutic effi- 
ciency is believed to be the result of sup- 
pression of the over-stimulated labyrinth. 
Thus it prevents the resulting symptom com- 
plex of vertigo, nausea and, finally, vomiting. 

First known for its value in motion sick- 
ness, Dramamine is widely prescribed for 
nausea and vomiting of pregnancy, electro- 
shock therapy, certain drugs and narcotiza- 
tion. It relieves vertigo of Méniére’s syn- 
drome, fenestration procedures, labyrin- 
thitis, hypertensive disease and that accom- 
panying radiation and antibiotic therapy. 


A most impressive number of clinical 
studies shows that Dramamine has a high 
therapeutic index and minimal side actions. 
Drowsiness is possible in some patients but 
in many instances this side action is not 
undesirable. 

Dramamine (brand of dimenhydrinate) is 
available in tablets of 50 mg. each; liquid 
containing 12.5 mg. per 4 cc. Dramamine 
is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation. G. D. Searle & Co., Research in 
the Service of Medicine. 
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RAYTHEON RADAR 
MICROTHERM 
— The Modern Diathermy 


RAYTHEON Radar Microtherm offers you the modern microwave 
method of precision heat application. 


MICROTHERM operates at 2450 megacycles, as contrasted with 
the highest television range of 920 megacycles, hence TV 
interference is avoided. 


MICROTHERM provides penetrating energy for deep heating— 
dosage may be accurately timed. 


MICROTHERM is safe as well as quick, easy to apply as well as 
clinically efficient. 


Ask fur a demonstration 


Powers and Anderson of North Carolina, Inc. 


58-60 BURKE STREET 
WINSTON-SALEM, NORTH CAROLINA 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 
Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 

For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D, M. A. GRIFFIN, M.D. 
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You see some of them every day... 


all the patients who represent 


the 44 uses for short-acting NEMBUTAL 


@ As a sedative or hypnotic in more than 44 clinical 
conditions, short-acting NEMBUTAL has established a 24-year- 
old record for acceptance and effectiveness. Here’s why: 
by 1. Short-acting NEMBUTAL (Pentobarbital, Abbott) can 
try the 50-mg. produce any desired degree of cerebral depression—from 
(%-gr.) NEMBUTAL mild sedation to deep hypnosis. 
Sodium capsule, > 
2. The dosage required is small—only about one-half that 
of many other barbiturates. 
3. There’s less drug to be inactivated, shorter duration of 
effect, wide margin of safety and little tendency toward 
(1%-gr.) NEMBUTAL morning-after hangover. 
Sodium capsule. 
4. In equal oral doses, no other barbiturate combines 
quicker, briefer, more profound effect. 


Any wonder, then, that the use of short-acting NEMBUTAL 
continues to grow each year. How many of 
short-acting NEMBUTAL’s 44 uses have you tried? AbGott 
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BRAWNER’S SANITTFARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M.D. Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER. M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 
P.O. Box 218 Phone 5-4486 


Have You Ever Prescribed a Residence Elevator? 


Invalids, older folks and people with heart ailments can now travel safely and 
from Teor te Teer. 


| These elevators are neat, safe, and 


' quiet —they probably cost less than 
you think. 


| Inclin-ator Elevette 
Travels up and down This passenger eleva- 
stairs. Seats fold up tor fits in stairwell 
, when not in use. or other available 
_ Carries one or two ne Carries one to 
persons, three persons, 
No overhead construction required. Operated 
by house current. Survey is free. 


fe MONARCH ELEVATOR & MACHINE CO., Inc. 


GREENSBORO. N. C. 


The e e e FOR gt YOUR ky, 


EXCEPTIONAL 
Thompson CHILDREN 
Homestead Year round private 
home and school for 
School infants, children and 


adults on pleasant 
250 acre farm near Charlottesville. 


Write for booklet. g 
Mrs. J. BAScomM THOMPSON, Principal ? 


FREE UNION VIRGINIA 


= 
| 
it fh 
% 
= 4 
i=) 
= 
A 


April, 1954 ADVERTISEMENTS 


Greater effectiveness 
Less undesirable “side” effects 


with 


“CENTRAL’S” TRIPLE-SULFA COMBINATION: 


TRISULFAZINE 


(COUNCIL-ACCEPTED) 


Combination of: 


Sulfadiazine 
Sulfamerazine 


Sulfathiazine 


In three convenient for MS? 


Trisulfazine tablets 

Trisulfazine palatabs (for infants and children) 
Trisulfazine suspension, with sodium lactate in 
stable, pleasant-to-take form. 


A pioneer product of: THE CENTRAL PHARMACAL COMPANY 


SEYMOUR, INDIANA 


"Products Born of Continuous Research” 


Detailed literature and liberal samples on request from: 


CENTRAL-ETHEX, Inc. GrirFrin, GEORGIA 


Sole Distributors in the Carolinas, Florida and Georgia 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 


A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods, Billiards, tennis and other diverting amuse- 
ments, Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and devote their full 
time to the care and service of the patients. 


Gor Compliments ov 


Wachtel’s, Inc. 


Control SURGICAL 
SUPPLIES 


Since 1934 


65 Haywood Street 
ASHEVILLE, North Carolina 
P. O. Box 1716 Telephones 1004-1005 
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year in the, pfivate practice of’5000 physi- 


ugar 
sed 


1. Blotner, H., and Marble, A.: New England J. 
Med. 245:567 (Oct. 11) 1951. 


2. Steine, L.: GP 8:45 Vuly) 1953. 


Ames Diagnostics 
Adjuncts in clinical management 


COMPANY, INC+ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


XXV 
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the ideal detection center is the office of the family physician 
Found: 20,255 “new” diabetics in one Only 19 of the diabetics 
detected by fipdingy’other than glyco 
cians responding to d’nationwide poll." Of suria. “Every patient therefore, should have 
* ‘these, 81% were detected by urine-s_ hae least one urinalysis as part of his exam 2 
analysis; 62% of the physicians 1 even his visit 
: 
e for detection of urine-sugar 
ie *Data from nationwide poll: Diabetes in daily practice en 
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Something NEW 
is Cooking 


MORE INSURANCE Now AVAILABLE 


“think! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 


ge plans 

on ESS, 

— 
e 


PALS 


SPECIFIC BENEFITS ror Loss oF 
OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 


1954 


THE NEW IMPROVED 


HYFRECATOR 


for 
Electro - Coagulation 
- Desiccation 
- Fulguration 


Over 90,000 Hyfrecators 
in Daily Use In Every 
Field of Practice. The 
New Hyfrecator permits 
improved accuracy of con- 
trol and dosage in all 
technics. It provides phy- 
sicians with a convenient 
and proven method of removing warts, moles 
and other growths with damped, high-fre- 
quency currents and of carrying out office 
technics of bi-active cvagulation. 


See this Hyfrecator at 


CAROLINA SURGICAL 
SUPPLY COMPANY 


RALEIGH _ DURHAM 
NORTH CAROLINA 


X-RAY SERVICE 


Factory Trained — 

Field Experienced — Technicians 

F.C. C. Licensed — 
Parts, equipment and experience necessary to 
properly and quickly, repair your X-Ray equip- 
ment, regardless of make, model, age or 
application. 

You'll be glad you called us first. 


MACHINE & SUPPLY CO., Inc. 
Morehead City, N. C. — Phone 2-5971 


PATRONIZE 
YOUR ADVERTISERS 
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APRESOLINE REDUCES DIASTOLIC PRESSURE 


NO 


Diastolic pressure reduced to level 
considered normal in one-quarter and to 
110 mm. Hg or less in one-third of 97 
patients receiving oral Apresoline for periods 
ranging from 3 months to 1 year or longer;! 
hypertension in which neurogenic or 


psychogenic mechanisms predominated 
most improved; patients with severe as well 


as moderate hypertension benefited. 


tSINZILVd BAISNSLYIdAH £6 40 AGNAS WOUS 


APRESOLINE LESSENS RETINAL 
ARTERIOLAR CONSTRICTION, 

RETINAL HEMORRHAGES * 

Lessening of retinal arteriolar constriction; 
disappearance of retinal hemorrhages; 
remittance of hypertensive headaches, 
giddiness, paresthesias, transient pareses, 
and encephalopathies; some 

evidence of improved mental alacrity. 


APRESOLINE INCREASES RENAL BLOOD FLOW 

Renal improvement less marked than cerebral improvement, but renal blood flow 
and filtration rate increased and hematuria and proteinuria remitted in some 
cases; hypertensive heart disease little improved and, in some cases, worsened. 
Side Effects: Side effects “minor, transient, or remediable”’ in most cases. 
Headache, gastrointestinal upset, periorbital and ankle edema, and a “‘grippe-like 


syndrome’’—involving malaise and muscle and joint pain (see note )—observed, 


Apresoline 


NOTE: Appearance of arthritis-like symptoms during Apresoline therapy is an indication for cessation of treatment. 
Experience has shown that the phenomenon remits spontaneously on withdrawal of the drug. These symp- 
toms are not likely to occur in patients who receive a daily dose of 400 mg. or less. 


FOR COMPLETE INFORMATION on Apresoline ask your CIBA representative or write Medical Service Division, 
CIBA Pharmaceutical Products, Inc., Summit, N. J. SUPPLIED: Apresoline hydrochloride (hydralazine 
hydrochloride C1BA) 10-mg. tablets (yellow, double-scored), 25-mg. tablets (blue, coated), and 50-mg. 
tablets (pink, coated) in bottles of 100, 500, and 1000; 100-mg. tablets (orange, coated) in bortles of 
100 and 1000. 


fas 1. TAYLOR, R. 0., OUSTAN, H. ®., CORCORAN, A. C., AND PAGE, |. H.: ARCH. INT, MED, 90:734 (DEC.) 1952 


THE NORMAL FUNDUS (RIGHT) AS COMPARED WITH THE FUNDUS IN HYPERTENSION SHOWING EDEMA, EXUDATES, AND HEMORRHAGES (LEFT); 
ILLUSTRATIONS FROM ‘‘THE FUNOUS OF THE EVE’; BEDELL, A. J.: CIBA CLINICAL SYMPOSIA 4135 (JULY) 1952. THESE ILLUSTRATIONS ARE 
FOR DEMONSTRATION PURPOSES ONLY AND DO NOT REPRESENT APRESOLINE-TREATED PATIENTS 
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ALLEVIATES HAY FEVER, OTHER RESPIRATORY ALLERGIES 
The above photos show a case of allergic rhinitis before and 
after Pyribenzamine therapy. Many such cases have been 
reported in the literature. A few examples: Loveless and Dworin! 
found Pyribenzamine beneficial in 82% of 107 patients; 
Feinberg? noted relief in 82% of 254 cases; Gay and associates 
in 76% of 51 cases; Arbesman and colleagues* in 84% of 

106 cases. In a later study Arbesman® rated Pyribenzamine one 
of “the most effective of all the drugs studied in allergic 
rhinitis. . . ."’ Side effects: It has been stated that ‘‘undesirable 
symptoms from the use of 50 to 100 mg. doses of Pyribenzamine 
were rarely of sufficient severity to interfere with its use.’ 
Drowsiness, nausea, epigastric distress, vertigo and 


other side effects—rarely severe—may occur in some patients. 


CONTROLS PENICILLIN REACTIONS 

Pyribenzamine has been used successfully to control 

penicillin reactions—especially urticaria and itching. For example, 
Kesten? found that oral Pyribenzamine relieved or 

suppressed post-penicillin urticaria in 16 of 18 cases; she termed 
it ‘a most useful agent in allergic symptoms 

which follow the administration of antitoxin or penicillin.” 
RELIEVES ALLERGIC DERMATOSES 

Foster® reported good results with oral Pyribenzamine in 
patients with various allergic dermatoses. In another study* of 


241 such patients, Pyribenzamine was found effective. 
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Pyribenzamune 
tablets now available— 3 
jor children and Jor adults 


who can be maintained 


low dosa <4 Or 


ap 
who experience side effect 
from the usual dosage a 
of antibistanunes 
Supplied: Pyribenzamine hydrochloride 25-mg. 
and 50-mg. tablets; Pyribenzamine Elixir, 30 mg. : : 
Pyribenzamine citrate (equivalent to 20 mg. 4 
tripelennamine hydrochloride) per 4-ml. teaspoonful; 
SHOW THOUSANDS OF Pyribenzamine hydrochloride solution (for ey 


ALLERGIC PATIENTS parenteral use), 25 mg. per ml., in 1-ml. ampuls, 
RELIEVED BY 


Pyribenzamine 


PYRIBENZAMINE ENNAMINE HYDROCHLOR CIBA 
PYRIBENZAMINE CITRAT (TRIPELENNAMINE CITRATE CIBA REFERENCES v 
1. Loveless, M. H., and Dworin, M. 3 
J. Am. M. Women’s A. 4:105 (March) 1949. 0 
2. Feinberg, 8. M.: J.A.M.A. 132:702 CNov. 24) 1946 

Gay, L. N., Landau, S. W., Carliner, P. E., : & 
Davidson, N. S., Furstenberg, F. F., Herman, N. B., 

Nelson, W. H., Parsons, J. W., and Winkenwerder, W. W.: a 
Bull, Johns Hopkins Hosp, 83:356 (Oct.) 1948. '@] 
a. Arbesman, C. E., Koepf, G. F., and Lenzner, A. R th ™ 
J. Allergy 17:275 CSept.) 1946, 
5. Arbesman, C. E.: J. Allergy 19:178 (May) 1948. 
6. Feinberg, M., and Friedlaender, > 
Am. J. M. Sc. 213:58 CJan.) 1947. 
7. Kesten, B. M.: Ann. Allergy 6:408 (July-Aug 1948 m 
Foster, P. D.: California Med. 73:413 (Nov.) 1950 
Morrow, G.: California Med, 69:22 CJuly) 1948. is) m 
For complete rmation on Pyribenzamine ask me D 
your CIBA representative or write Medical Service Diy 
CIBA Pharmaceutical Products, Inc., Summit, N. J Bt = 
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INCREASES PERIPHERAL BLOOD FLOW: 

Priscoline reported to be a valuable aid to conventional 
therapy in peripheral ischemia and its sequclac— 

pain, loss of function, ulceration, gangrene, other trophic 
manifestations; Priscoline most effective when vasospasm 
is prominent but may prove limb-saving even when 
vasospasm is minimal because it decreases vascular tone, 


promotes establishment of collateral circulation. 


MULTIPLE ACTION: 

Priscoline exerts direct vasodilating effect on vessel 
wall, blocks sympathetic nerves (probably at their 
terminations in vascular muscle), blocks vasoconstrictive 
action of circulating epinephrine-like substances. 


Side Effects: Certain side effects of 
Priscoline—"‘crawling”’ cutaneous sensation, 
chilliness with resultant gooseflesh 


or fecling of warmth—indicate attainment AGE 75. Arteriosclerotic 
ulceration with erysipeloid 
reaction and marked inflam- 


of effective dosage level; occasionally 


of oral Priscoline, 25 mg. 


tachyc ardia, tingling, nausca mation; after administration 
and epigastric distress, slight hypotensive 
effect or slight rise in blood pressure week—increased thereafter to 


z 50 mg. four times daily— 
may be experienced, there is steady improvement, 
healing in eight weeks. 
No other medication used. 


Priscol 


FOR COMPLETE INFORMATION on Priscoline ask your CIBA representative 
or write Medical Service Division, CIBA Pharmaceutical Products, Inc., 
Summit, N. J. SUPPLIED: Priscoline hydrochloride (tolazoline hydrochloride 
CIBA) is available as 25-mg. tablets (scored), bottles of 100 and 1000; 

elixir, 25 mg. per 4 ml., in pints; 10-ml, multiple-dose vials, 25 mg. per ml. 


Photographs and accompanying clinical data by courtesy of R. |. Lowenberg, M.D., 
Consultant in Vascular Surgery, Connecticut State Hospital, Middletown, Connecticut. 


AGE 68. Arteriosclerosis 
obliterans cellulitis; sluggish 
response to saline dressings 
and procaine penicillin 
300,000 units daily; healing 
speeded by oral Priscoline, 
25 mg. four times daily 

for one week, 25 mg. every 
three hours thereafter; 
healing within six weeks, 
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NOT ARTHRITIS BUT ARTHRALGIA... 


If the patient complaining of aching joints is a woman between 37 and 54 years of age, it 
is highly possible that she is suffering from arthralgia rather than arthritis.' It has been esti- 
mated that arthralgia oceurs in about 40 per cent of women with estrogen deficiency, and is 
exceeded in frequency only by symptoms of emotional or vasomotor origin.? In fact, arthralgia 


may be as indicative of declining ovarian function as the classic menopausal hot flushes, 


Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms 
that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples 


are insomnia, headache, easy fatigability, and tachypnea. 


Because these symptoms sometimes occur years before or even long after cessation of 
menstruation, they are not always readily associated with estrogen deficiency, and the tendency 
may be to treat them with medications other than estrogen, Obviously, sedatives and other pallia- 
lives cannot be expected to produce a satisfactory response if an estrogen deficiency exists, Only 


estrogen replacement therapy will correct the basic cause of the disorder. 


“Premarin” is an excellent preparation for the replacement of body estrogen, In “Prem- 

arin” all components of the complete equine estrogen-complex are meticulously preserved 
in their natural form, “Premarin” produces not only prompt symptomatic relief but a distinctive 


“sense of well-being” which is most gratifying to the patient. 


1, Greenblatt, R. B., and Kupperman, H. S.; M. Clin. North America 30:576 (May) 1946. 2. MeGavack, T. H., in Goldzieher, M. A., and 
1953, p. 225. 


Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Ine., 


Estrogenic substances (water-soluble) also known as conjugated estrogens (equine) 
Available in tablet and liquid form 
has no odor... imparts no odor 


NEW YORK, N. Y. MONTREAL, CANADA 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology 
and Psychiatry 
Associate Medical Director 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 
mental disorders and problems of 
addiction. 


Staff PAUL V. ANDERSON, M.D. 


President 
REX BLANKINSHIP, MD. 
Medical Director 
JOHN R. SAUNDERS, M.D, 


Associate 


THOMAS F, COATES, M.D, 


Associate 


R. H. CRYTZER, Administrator 


>. P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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—Made from the 


Always 
WAS, IS and 
WILL BE 


Dependable 


|) 


in digitalization Digitalis 


0.1 Gram 


and its maintenz q 


DAVIES, ROSE & CM. 
Mess OSA 


Pil. Digitalis (Davies, Rose) 
0.1 Gram (approx. 1'2 grains) 


Comprise the entire properties of the 
leaf of Digitalis 


Physiologically Standardized 
Each Pill is equivalent to one U, S. P. 


Digitalis Unit 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Company, Limited Boston 18, Mass. 
PHARMACEUTICAL MANUFACTURERS D23 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B, Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


ediatrics: 


Charles P. Mangum, M.D. 
Edward G, Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A, Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S, Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C, Barr, M.D. 


Physiotherapy: 
Mrs. Peggie Ashley 


Regena Beck, M.D. 


Director: 


Charles C, Hough 


GLENWOOD PARK SANITORIUM 


Founded by 


GREENSBORO, 
W.C. ASHWORTH, 
North 
1904 Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WortH WILLIAMS, Business Manager R. M. Bute, Jr., Medical Director 


Address: GLENWOOD PARK SANITORIUM, Greensboro, N. C. 
Telephone: 2-0614 
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in arthritis 


and allied disorders 


BUTAZOLIDIN 


(bran 


potent, no 


Its therapeutic effectiveness substantiated by more than fifty 
published reports, BuTAZOLIDIN has recently received 

the Seal of Acceptance of the Council on Pharmacy and Chemistry 
of the American Medical Association, 


In the treatment of arthritis BuTAZOLIDIN produces prompt relief 

of pain. In many instances relief of pain is accompanied 

by diminution of swelling, resolution of inflammation and increased 
freedom and range of motion of the affected joints. 


BUTAZOLIDIN is indicated in: 
Gouty Arthritis Rheumatoid Arthritis 
Psoriatic Arthritis Rheumatoid Spondylitis 
Painful Shoulder (including peritendinitis, capsulitis, bursitis, and acute arthritis) 


Since BUTAZOLIDIN is a potent agent, patients for therapy should 

be selected with care; dosage should be judiciously controlled; 

and the patient should be regularly observed so that treatment may be 
discontinued at the first sign of toxic reaction. 


Physicians unfamiliar with the use of BuUTAZOLIDIN are urged to send 
for complete descriptive literature before employing it. 


Butazo.ip1n® (brand of phenylbutazone), coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N.Y. 


In Canada: Geigy Pharmaceuticals, Montreal 
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TUCKER HOSPITAL, INc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


DR. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 


AND ASSOCIATES 


Catalog on Application 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction 


JAMES P. KING, M.D. 
Director 
JAMES K. Morrow, M.D. DANIEL D. CHILEs, M.D. 


THOMAS E. PAINTER, M.D. Davin M. WAYNE, M.D.* 
JAMES L. CHITWOOD, M.D. 


Medical Consultant 
*Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 
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NORTH CAROLINA 
ACADENEY OF GENERAL PRACTICE 


Sixth Annual Scientific Assembly and Cruise 
HAVANA — NASSAU 


By the NEW Vrans-Atantic Liner M. 8. “STOCKHOLM” 


EVERY CABIN OUTSIDE 


First Sailing of a Trans-Atlantic Liner 
From a North Carolina Port 


THE NEW M.S. “STOCKHOLM” 


All members of the Medical Society and their friends are welcome to join 

the A.G.P. Assembly-Cruise, sailing from Morehead City, October 16th, 

visiting Havana and Nassau, returning on October 22nd. 

The cruise is an official scientific meeting and the cost of attending is a 

deductible expense when computing income taxes. 

Reservations may be made at the Pinehurst Annual Session, May 2-5. 
Literature is available by addressing either:— 

Allen Travel Service, Inc. — OR — Dr. John R. Bender, Sec. 

550 Fifth Avenue N. C. Academy of G. P. 

New York 36, New York Nissen Building 

Winston-Salem, N. C. 


Mr. J. D. Holt, N. C. Ports Authority, Morehead City, N. C. 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 


101) 
J.L.CRUMPTON 


there’s no obligation on your 


part. 


THIS IS THE ACCIDENT AND HEALTH 
PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COM MERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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Treatment for ALCOHOLIS 


Clearview Sanatorium, Incorporated 


Ayden, North Carolina 


Telephone: Ayden 3169 


A modern private institution for the treatment of acute alcoholism, centrally located 
in the eastern part of North Carolina, providing adequate modern facilities for both 
male and female patients under the supervision of competent medical direction, with 
quiet, pleasant surr 


oundings, food and accommodations. 
Address all inquiries to: 


Clearview Sanatorium, 609 Cannon St., Ayden, North Carolina 


Herbert W. Hadley, M.D., Medical Director 


Located Highway No. 11 (Greenville-Kinston) 


Abbott Laboratories 

Allen Travel Service, Inc. 
Ames Co., Inc. 

Appalachian Hall 

Ayerst Laboratories 
Brawner’s Sanitarium 
George A, Breon & Company 
Broadoaks Sanatorium 


INDEX TO ADVERTISERS 
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Given social acceptance, 
the great majority of 
epileptic patients 


can lead normal lives 


DILANTIN, after more than 15 years of clinical 
experience, is an established anticonvulsant 

of choice. Its ability to control grand mal and 
psychomotor seizures, without the handicap 

of hypnosis, helps many epileptic individuals 
participate in normal educational, economic, 


and social activities. 
& ® @ 
Dilantin Sodium 
(diphenylhydantoin sodium, Parke-Davis) 


DILANTIN Sodium is supplied in a variety of forms—including Kapseals® 
of 0.03 Gm. (% gr.) and 0.1 Gm. (1% gr.) in bottles of 100 and 1000, 


Sarke, Davis Company 


DETROIT, MICHIGAN 
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LIQUID 


Lactum formulas: 


in addition 


to Liquid Lactum... 


POWDERED 


Lactum 


e provide a more than ample margin of 
protein for optimal growth and develop- 
ment—25% more than the National Re- 
search Council's Recommended Daily 
Allowance. 


e contain all the natural nutrients of 
whole milk in normal proportions. No 
natural fat is removed to be replaced 
with cheaper animal or vegetable fats. 
All vitamins and minerals are kept in the 
original amounts. And Lactum™ formu- 


ful for supplementary and complementary feedings. 


Powdered Lactum’presents all of the outstandingly superior qualities 
inherent in Liquid Lactum in a form preferred by many physicians. 
Powdered Lactum is homogenized, pasteurized and then spray-dried to 
produce a powder that can be reliquefied quickly and smoothly. 


las provide twice the amount of vitamin 
Be as breast milk. 

e include sufficient added carbohydrate 
(Dextri-Maltose”) to spare protein and 
permit efficient fat metabolism—an added 
margin of safety for the infant. 

e are exceptionally easy to prepare... 
1 ounce of Liquid Lactum to 1 ounce of 
water, or 1 measure of Powdered Lactum 
to 2 ounces of water, make a formula 
supplying 20 calories per fluid ounce. 


Ideal as a formula for routine use, Powdered Lactum is also exceptionally use- 


POWDERED 


The nutritionally sound formula for infants 


MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A. MEAD) 


... Specify Lactum, Liquid or Powdered. 


For optimal growth and development . . . for uncomplicated nutritional progress 
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